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. On November 16, the fifth annual campaign to 

Diabetes discover unrecognized diabetes will be launched. 

rr, _* The slogan selected for the 1952 drive is: Check 
Detection Week 

November 16-22, 1952 Publicity. urine testing, educational lectures, 

and the like will bring to light unsuspected 

latent and active cases of diabetes. Delinquent 

patients will be encouraged again to co-operate. 

Diabetics and the publie alike will learn more 

about diabetes detection and control. The 

American Diabetes Association and co-operat- 

ing physicians can be justifiably proud of this 


constructive contribution to the nation’s health, 


LY AND COMPANY e INDIANAPOLIS 6, INDIANA, U.S. A, 


L 
| | 
C/ 
4 ‘a 4 
y 
a 
= 
# 


New aureomycin minimal 
dosage for adults—four 250 mg. 
capsules daily, with milk. 
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From among all antibiotics, 
Ophthalmologists often choose 


Hydrochloride Crystalline 


because 


Aureomycin penetrates the ocular tissues 
and fluids, after passing the blood-aqueous 
barrier. 

Aureomycin in 0.5% solution is well 
tolerated by the conjunctiva. 

Aureomycin may be used locally in 
appropriate solution; or by mouth; or, in 
emergency, intravenously; or by a com- 
bined approach, depending upon the seri- 
ousness of the infection. 

Aureomycin has proved of value in a 
number of ocular infections in which other 
remedies have failed. 

Aureomycin has been reported to be 
effective against susceptible organisms in 
the following conditions commonly seen 
by ophthalmologists: 

Blepharitis 

Conjunctivitis 
Dendritic Keratitis 
Epidemic Keratoconjunctivitis 
Episcleritis 
Periorbital Infection 
Acute Trachoma 
Uveitis 


Throughout the world, as in the 
United States, aureomycin is recognized 
as a broad-spectrum antibiotic of 
established effectiveness. 
Capsules: 50 mg.—Bottles of 25 and 100. 
250 mg.—Bottles of 16 and 100. 


Ophthalmic: Vials of 25 mg. with dropper; solution pre- 
pared by adding 5 cc. of distilled water. 
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Entered as second-class matter February 9, 1916, at the 
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Acute Pancreatitis 


BY 


Vince Mose .ey, M. D. 


& 
ANTHONY Pappas, M. D. 


Unless pancreatitis is constantly thought of in all 
patients who present themselves with the clinical 
picture of upper abdominal pain of sudden onset with 
severe vomiting, the diagnosis is frequently not made; 
with the symptoms being erroneously attributed to 
some other cause.1, 2 


The anatomical structure of the pancreas and its 
retro-abdominal location render barium x-ray studies 
and physical examination findings of little help in 
most instances of disease of this organ; consequently, 
the history as to the manner of onset, the character of 
the pain, and localization are our most important clues 
from the standpoint of arousing our index of suspicion. 


The same pathogenic mechanism, namely enzyme 
activation and release outside of the acinar structures, 
is responsible for all types of pancreatitis. The quanti- 
ties and the duration of action of the extravasated 
enzymes determine the extensiveness of the lesion. 


It may range pathologically in gross appearance 
from the picture of an acute edema of varying extent 
to that of severe necrosis with hemorrhage and sup- 
puration. Episodes of the milder types of reaction may 
be of single occurrence or may be recurrent, and the 
disease process is then designated as relapsing pan- 
creatitis. 


There are no broad statistics on which to base an 
accurate incidence rate for the disease. 


The relapsing type is more often seen in men and 
at a relatively young age as compared with chole- 
cystic disease. The ratio is given as 6 males to 1 
female. A large number of the patients develop their 
first symptoms prior to the age of 30.2 


Alcoholism, overeating, and biliary tract disease are 
often observed to be precipitating factors, and should 
be inquired into in the history taking. Recently 
familial hyperlipemia has also been implicated.3 


The pathogenesis of acute and relapsing pan- 
creatitis is much more clearly understood than is the 
"From the Department of Medicine of The Medical Collexe 


of South Carolina and the Roper Hospita 
Charleston, S. C. 


etiology. Infection except for mumps has been dis- 
carded as being of only secondary importance. Trauma 
from surgery or secondary to adjacent viscus perfora- 
tion is responsible in some instances. The regurgitation 
of bile via the common channel, between the common 
bile duct, Ampulla of Vater, and ducts of Wirsung 
and Santorini, secondary to blockage as from dyskine- 
sia of the sphincter of Oddi, or by a common duct 
stone, as was first observed by Opie, is a_ well 
recognized structural set up for the disease, but one 
not found to be present in more than 5% of a large 
number of cases. In our own experience not present 
in more than 13% of recently autopsied cases. See 
Table I. Furthermore, this common channel is not the 
usual anatomical arrangement as has been shown 
from a large number of cadaver studies.4 Partial 
obstruction of the ducts by squamous epithelial meta- 
plasia or by inspissated mucous has also been recog- 
nized as leading to the production of the disease. 
Arteriosclerosis with pancreatic infarction ar- 
teriolitis, associated with malignant hypertension, and 
that of other types has also been observed to be the 
cause in some instances, but by and large, the exact 
etiology of the disease process remains an enigma in 
most of the observed cases. Often of direct association 
in initial attacks, and particularly so in the relapsing 
cases, are the factors of overeating and alcoholic de- 
bauch. Although, it is clear in both instances that the 
pancreas is subject to excessive stimulation through 
the mechanisms of secretin, pancreozymin, and vagal 
stimulation; the factors responsible for the premature 
activation of the zymogen “trypsinogen” to the active 
ferment “trypsin,” are not clear, in so far as normally, 
active ferments are not elaborated from the zymogens 
until they reach the intestinal lumen, where “entero- 
kinase” performs this function. Activation and escape 
of trypsin from the acinae and ducts into the inter- 
stitial tissues appears to be the trigger mechanism 
which leads to further activation of this and the fat 
splitting lipase. These together, and depending on the 
amounts of each, cause the pathological physiological 
picture. 
Perhaps over-stimulation of the vagal reflexes per se 
is the chief mechanism involved as it can be re- 
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produced by mecholyl administration in dogs.5 Or, 
this type of reflexes plus overproduction of pan- 
creozymin with ecbolic stimulation act together. Thus, 
overdistended ducts and leakage result from hyper- 
secretion with ductal spasm from vagal influence. With 
a rise in pH from the secretion of NaHCO, into the 
ducts; trysinogen can be hydrolyzed slowly to its 
active form trypsin without the usual intermediation 
of enterokinase from the duodenal mucosa. 


In the case of some alcoholics, malnutrition may 
play the chief role. It has been shown experimentally 
in animals made deficient in protein, specifically 
methionine, that ductal and acinar damage occur, and 
when subject. to teo vigorous stimulation by the 
ecbolic hormones the typical changes of acute pan- 
creatitis resuit.4 Hyperlipemia with capillary fat 
embolism may also play a part in producing the dis- 
ease in certain individuals; low fat diets have long 
been recognized emperically as being of aid in 
management of certain of the relapsing cases.3 


The symptoms of acute pancreatitis are usually of 
dramatic onset. Pain of sudden and severe intensity 
located in the upper abdomen and radiating through 
and around the !eft subcostal area, to the back, and 
left subscapular area is usual; though at times radia- 
tion to the right may be observed. Characteristically 
the pain is constant and severely agonizing being 
centered to the epigastric area and left upper abdomen. 
Continuous nausea, vomiting. and left upper ab- 
dominal tenderness may Jead one to think in terms 
of severe gastritis when observed in an_ individual 
obviously recovering from an alcoholic debauch. In its 
more severe forms the prolonged vomiting and_ the 
continued intensity of the pain, leading often to vaso- 
motor collapse and with litle relief from the usual 
doses of opiates, will cause one in time, however, to 
become suspicious of something more serious than 
gastritis. Adynamic ileus with distension and ob- 
siipation are often present. Tachycardia, fever of 100° 
to 102° and a leucocytosis of 11,000 to 15,000 are 
common findings. If the enzymatic tissue destruction 
progresses on to acute diffuse necrosis, rapid worsening 
of the patient's condition will occur with the develop- 
ment of signs of profound shock. The skin becomes 
clammy and develops a greyish cyanotic hue. Cullen’s 
sign and the Gray-Turner sign of blue greenish yellow- 
ish discoloration about the umbilicus and flanks are 
late physical signs and are not observed usually be- 
fore the 3rd to the 5th day of illness. Evidences of 
tetany due to a loss of blood calcium into the areas of 
the pancreas peritoneum. where lipase fat 
digestion is occurring, are seen clinically much earlier 
than these classical physical signs. In addition evi- 
dences of fat embolism, hyperlipemia of the serum. 
hemoglobin destruction and derangement of the clot- 
ting mechanism of the blood, due to trypsin activity, 
will be observed early in the severe cases. In addition 
to hypocalcemia, low potassium and low sodium levels 
are also often scen in the more severe cases of pan- 
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creatitis. These electrolyte disturbances may be ex- 
plained in part as due to the severe vomiting ac- 
companying the attack and also on the basis of renal 
tubular injury occurring as a result of several factors 
or combination of factors including shock and other 
vasomotor reactions reducing renal blood flow. Tubular 
injury may also result from circulating trypsin, and 
possibly from precipitation and blockage of the tubules 
by lipids and hemoglobin. Hyperlipemia and hemo- 
globineuria may result in the lower nephron nephrosis 
picture,6 in severe cases. Although electrolyte dis- 
turbances are to be sought for and corrected where 
possible in managemeni of the individual patient, they 
are not diagnostic aids, with the exception of hypo- 
calcemia, and in fact mey be the source of causing 
diagnoses; as for example where such 
clectrolyte shifts are manifested by EKG changes that 
may lead to a false early diagnosis of myocardial in- 
farction. Obstructive jaundice occurs often from pres- 
sure by the inflamed pancreas on the common duct. 
Liver and splenic enlargement may also occur. Usually 
there are no residual signs of symptoms after recovery 
from an acute mild attack of pancreatitis, but with 
marked destruction or often recurring attacks, evi- 
dences of derangement of pancreatic function are to 
be observed, with the finding of elevated blood glu- 
cose values, of the diabetic type, and steatorrhoea 
with bulky stools containing undigested meat fibers 
and starch. Frequently calcific deposits in the pan- 
creatic area are found on plain x-ray film study. Hepa- 
tic and biliary dysfunction signs may likewise occur. 
The signs of pancreatic insufficiency are insidious in 
development and are not likely to prove of much aid 
in the relapsing cases until after many attacks have 
occurred so that in general in both the acute and re- 
lapsing cases our index of suspicion must rest chiefly 
on the rather nonspecific clinical picture as previously 
described; paying particular attention to the manner 
of onset, type, character, location and radiation of the 
pain combined with one or several of the clinical 
findings previously mentioned. 


When suspected within the first 12 to 18 hours of 
an attack a determination of the serum amylase value 
is our best diagnostic aid. If delaved beyond this time 
a falling off of the concentration of this enzyme may 
occur to a level below that of diagnostic help. Serum 
lipase and urine diastase and lipase values are diag- 
nostic aids but noc in the acute stage when prompt 
diagnosis is urgent. This because of the technical de- 
lays incident to making these determinations. Until 
recently there has not been a suitably easily and 
quickly available supplementary laboratory procedure 
that was of help in the cases where borderline amylase 
levels were observed. In December of 1951, however, 
Innerfield ct al published their observation on the rise 
of the plasma antithrombin titre in individuals suffer- 
ing attacks of acute pancreatitis.5 From Innerfield’s 
reports to date the test appears to be highly specific. 
Also the test has this to commend in that it can be 
quickly dene and requires only a minimum of ap- 
paratus and reagents. 


. 
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In our own experience to date we have employed 
this test as an aid in diagnosis in 15 patients. In 5 of 
these definite confirmatory evidence to support the 
clinical and amylase titre findings in favor of acute 
pancreatitis was obtained. In 4 other cases where 
malignancy rather than pancreatitis was clinically 
thought to be responsible for the disease picture pre- 
sented, the test was also of help in that the titres were 
found to be at control levels or slightly below control 
levels at the same incubation intervals. In addition in 
3 instances which later proved not to be pancreatitis 
as initially suspected but to be instances of: gastritis, 
duodenal ulcer, and marginal ulcer; the test was help- 
ful in that the amylase was borderline in these 3 in- 
stances whereas the antithrombin titres were normal. 
Data from the reports recently published by Dr. Inner- 
field and his colleagues indicate that the antithrombin 
titre rise parallels roughly the amylase rise in the time 
at which time it becomes positive, namely within the 
first two to three hours, but in contrast to the amylase 
test, the antithrombin titre may remain at diagnostic 
levels for 3 to 5 days.5 In one dog experiment which 
we personally did, after producing pancreatic injury, 
the antithrombin concentration was observed to show 
a continuous rising titre during the first 40 hours post- 
operatively at which time the amylase titre was begin- 
ning to fall. Ac 72 hours the antithrombin titre was 
still diagnostically elevated but was beginning to fall. 
These observations are similar to the previously men- 
tioned clinical observations concerning the positive 
duration of the test and also similar to the anti- 
thrombin titres which have been observed in animal 
experiments after the injection of known amounts of 
a single dose of trypsin; this being the enzyme seem- 
ingly responsible for this phenomenon of alteration in 
the blood clotting mechanism in acute pancreatitis.5 
In addition to these advantages which this test appears 
to add to our diagnostic armamentarium; the de- 
termination of the antithrombin titre is very helpful 
in suspected cases of pancreatitis in instances where, 
because of great distress, opiates have been given prior 
to an opportunity for doing an amylase titre. It is now 
well recognized that significant elevation of the amy- 
lase titre may occur merely from the administration 
of the various opiates and thus an element of confusion 
resulting from this source may be quickly cleared up; 
as the antithrombin titre does not appear to be similar- 
ly effected. We have observed no rise in anti thrombin 
titse in three subjects given X gr. Morphine 1 hour 
before the test. 


In the management of a patient with acute pan- 
creatitis, as has been shown from the results obtained 
by various clinics in a large series of cases, there seems 
to be every reason to prefer conservative medical 
management in patients during the acute state of pan- 
creatitis unless it becomes evident that hemorrhagic 
necrosis and suppuration have occurred. In these cir- 
cumstances drainage of the lesser omental area appears 
to be life saving in a few instances.1 Operative inter- 
vention in the non necrotic cases definitely increases 
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the mortality.1 In jaundiced patients simple chole- 
cystosomy has merit in selected cases at times but in 
general the best results are obtained through non- 
operative treatment. 


Pain relief should be sought by use of agents such 
as “Demerol” rather than the opiates which cause 
vagal stimulation and duct spasm and may in them- 
selves cause false elevation of the amylase levels. Anti- 
cholinergic agents appear to be helpful in this regards, 
and also are of aid in reducing further enzymatic 
liberation. Banthine by parenteral injection we have 
found to be particularly helpful. The use of this type 
of preparation plus splanchinic nerve block often ap- 
pears to be more than merely symptomatically helpful. 
Pain relief is dramatic and an arrest in progression of 
the process is often observed to result from this form 
of treatment. After vomiting subsides oral Banthine is 
very satisfactory for maintenance therapy. The inter- 
diction of food, the use of catheter gastric suction and 
the adequate replacement of electrolytes and fluids by 
parenteral routes are well recognized additional meas- 
ures to be routinely employed. Antibiotic administra- 
tion of aureomycin or of a combination of penicillin 
and streptomycin appears to be of value in preventing 
secondary infection of the damaged gland. 


After recovery a diet calculated to contain no more 
than 80 to 90 grams of fat would seem helpful in some 
instances to guard against recurrences. Alcoholic 
beverages should be strictly interdicted and if any 
insular deficiency becomes evident insulin replacement 
should be instituted. At times whole pancreatic gland 
extract will be necessary to provide for proper in- 
testinal digestion. Methionine and choline should be 
given for their protective value to the pancreas and 
liver. There is gradually building up a mass of evi- 
dence pointing to the metabolic interdependence exist- 
ing between the pancreas and liver and proper at- 
tention to these aspects are of the utmost importance 
in a preventive sense. Antiacids are advisable so as to 
reduce secretin stimulation produced by HC1. 


Where disease of the biliary tract is evidently of 
importance interval surgery with such measures as 
cholecystectomy, sphincterotomy, and choledocho- 
jejunostomy may be needed. 


Where these measures fail, pain relief and pre- 
vention of narcotic addiction can be achieved by sur- 
gical excision of the sympathetic pain pathways. An 
adequate trial with Banthine and the dietary measures 
outlined will often, we believe, prove adequate in 
minimizing relapsing cases. Perhaps some of the other 
ganglionic blocking agents may prove, with further 
study, to be even more effective. 
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TABLE I 


Biliary Disease Common Channel Clinically 
Patient Etiology Present Present Diagnosed 
C. M. age 40 Alcohol NO NO NO 
C. F. age 46 Toxic Goitre, NO NO NO 
( Nutritional? ) 
C. F. age 4 Ascariasis NO NO. NO 
C. M. age 10 Rheumatic Fever NO NO NO 
( Nutritional? ) 
W. F. age 25 rt NO NO NO 
C. F. age 20 Duct Fibrosis NO NO NO 
of? cause 
C. M. age 40 Overeating NO NO NO 
(Fish Fry) 

W. M. age 40 ? NO NO NO 

W. M. age 35 ? NO NO NO 

C. F. age 45 Arterial insufficiency? NO NO NO 

Associated with an 
abdominal aneurysm 
( Luetic). 

W. M. age 65 ? NO NO NO ( Misdiagnosed 
“coronary” from 
false EKG Changes ) 

W. M. age 50 Arteriosclerosis NO NO NO 

with infarct. 

W. F. age 59 Bile Reflux YES—stones NO NO 

W. F. age 45 Bile Reflux YES—stones YES NO 

W. M. age 65 Bile Reflux YES—stones NO NO 

W. F. age 60 ? NO NO YES 

W. F. age 45 Bile Reflux YES YES NO 


Table to illustrate the causes of acute pancreatitis as observed in 17 autopsied cases; 
indicating the relative infrequency of Biliary tract disease as an etiological factor. 
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Electro Shock Therapy and Lobotomy 


Program in the State Hospital 


Jor E. Freep, M. D. 


AND 
Epwarp M. Burn, M. D. 


Electro shock therapy and pretrontal lobotomy 
operations are not new to you. All of you have had 
patients who have had these treatments, who returned 
to their responsibilities at home and came back to 
you as their private physician. 


Since these therapies are usually given in the setting 
of a psychiatric hospital, we felt that you would be 
interested to have some of our observations to help 
acquaint you with our present concept of electro 
shock and lobotomy. 


History of Electro Shock Therapy 


The idea of inducing convulsions with electric cur- 
rent for therapeutic purposes in man followed the ex- 
perimental study of convulsions in animals particularly 
in dogs. Historically, it is of interest to note that 
Scribonia Largo wrote a treaty on therapeutics about 
the year 45 A. D. in which he tells of the treatment of 
headache by the use of a live torpedo-fish applied to 
a suffer’s head. 


Electric shock treatment was first developed and 
used on humans in Italy by Cerletti and Bini! in 1938. 
This idea actually had been conceived some vears be- 
fore. 


This treatment produces unconsciousness followed 
by confusion and is occompanied by a retrograde 
amnesia which may be so complete that the patient 
does not recall treatment. 


Description of the Electro Shock Machine 


There are a number of different models of electric 
shock machines on the market, some of them are quite 
complex and expensive. The model which is perhaps 
the most rugged and satisfactory for general purposes 
is one quite similar to that originally designed by 
Bini. It7 consists primarily of a stopwatch for time 
regulation to fractions of a second and of devices for 
measuring and regulating the current. Alternating cur- 
rent from electric light circuits having a frequency of 
50 to 60 cycles is used. A voltmeter regulates the volt- 
ages applied, usually from 70 to 130 volts. Electrodes 
are applied to the patient’s temples after an electrode 
paste has been rubbed on. The exact voltage and time 
of current passage varies widely and has to be de- 
termined more or less on an individual basis. It has 
been found that the actual amount of current passing 
during the treatment ranges from 200 to 1600 milli- 


amperes. 


Columbia, S. C. 


Newer technics and machines have appeared, such 
as electronarcosis, brief stimulus, and electrostimulatory 
nonconvulsive treatment. The results from these 
therapies are approximately the same as the results 
obtained from the standard machine. 


Theories of Electric Shock Therapy 


Many theories have been offered to explain the 
action of electric shock therapy. One writer4 on this 
subject has collected the surprising number of 50 
different theories. In reviewing 50 of these theories 
the author points out that many great drugs and cura- 
tive methods began (and in some cases remain) as 
empiricals. In many of our psychiatric conditions we 
do not know the etiology and, therefore, cannot expect 
to understand the mechanisms of a treatment which 
was found on strictly empirical grounds. Nolan D. C. 
Lewis states that, “at the present time there is no 
theory as to the naure of shock treatment sufficiently 
comprehensive to be taken very seriously.” 

The therapeutic action of electric shock therapy is 
explained by some authors on an organic basis, others 
believe that the benefit is effected on a psychogenic 
basis. Among the organic or so called “somatic” 
theories are the following: 

1. Biological antagonism between schizophrenia and 

epilepsy. 

2. Weakening of association tracts. 

3. An effect on brain metabolism, and oxygen 

utilization. 

4. Forms a “hormone,” lactic acid, or similar sub- 

stance. 

Some of the psychogenic theories which have been 
advanced include: 

1. Satisfies a masochistic drive, serves as atonement. 

2. Releases tension and anxiety. 

3. Armnesia is healing factor. 

4. Brings personality down to lower level thus 

facilitating adjustment. 


Indications for Electro Shock Therapy and The 
Results Obtained 


The chief indications6 for electro shock therapy 
have been listed frequently yet there remains much 
confusion and disagreemnt. EST is almost specific in 
its effect on depressions. The manic depressive, in- 
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volutional, and old age depressions react almost 
equally well and usually only four to eight treatments 
are required in these cases. It is frequently overlooked 
that moderate depressions are a much greater suicidal 
risk than the advanced cases where there is no 
initiative left. Delaying treatment in such cases is 
negligence. The general practitioner should bear in 
mind that this is the patient who is mildly depressed, 
tired, sleepless, loses weight and begins to complain 
of vague physica! symptoms. To these patients general 
medical measures and sedatives are of no avail, in- 
cluding the hormone substances which are still widely 
used in involutional depressions. With electro shock 
therapy the rate of remissions in the manic depressive 
depressions varies between 80 to 100 per cent. The 
episodic recurrences of the psychosis can not be pre- 
vented. In an attempt to prevent further episodes 
several investigators’ have introduced the practice of 
giving prophylactic electric shock treatments at 
monthly intervals and have obtained good results. 


In the manic phase of the manic depressive psy- 
chosis the immediate remission rate with electro shock 
therapy almost equals that of the depressed phase. At 
times, however, more intensive treatment is needed. 


In pure involutional melancholia the prognosis is not 
influenced by the duration of the illness. Paranoid 
involutionals show a much less favorable response. 
Consequently the two groups have to be dealt with 
separately. Kalinowsky, who has done extensive re- 
search in this field, has found that over 85 per cent 
of involution melancholia patients recovered and only 
45 per cent in the paranoid group. 


Senile or pre-senile depressions respond well to 
shock treatments. The results in these older patients 
will depend on how far the arteriosclerotic or senile 
brain changes have determined depressive symptoms. 
The simultaneous presence of some arteriosclerotic 
brain changes in a patient with an affective psychosis 
does not completely exclude the possibility of a favor- 
able result. 


Schizophrenia is the disease for which convulsive 
therapy as well as insulin coma treatment was 
originally introduced. Applied adequately EST gives 
60 to 70 per cent good remission during the first six 
months of illness in patients with schizophrenia having 
an acute onset. The remission rate remains satisfactory 
up to one year. Early treatment in schizophrenics is 
imperative. Improvement is very much lower in pa- 
tients who have an insidious onset of the disease. 


Sandison (London) and others believe that EST 
does not produce better results in schizophrenia than 
those arising from spontaneous remissions in the 
hospital. They do agree, however, that the acute 
phase is cut short. Therefore, the length of the illness 
is shortened and the patient hecomes more manage- 


able. 


Of the sub types of schizophrenia the catatonic 
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excitements respond best. Next are the acute para- 
noids. The catatonic stupors respond rather dramat- 
ically to the first few treatments but unfortunately 
they relapse. The poorest results are obtained in the 
hebephrenic type of schizophrenia. Complete failure is 
often encountered in the late paranoids and _ similar 
syndromes in the middle aged group. 


We routinely give our schizophrenic patients twenty 
treatments, and these are administered every other 
day. In an acutely excited patient we may give three 
to four treatments within twenty-four hours. The num- 
ber of treatments a patient is to receive is decided 
before treatment is started. If the patient relapses 
after twenty treatments, ten more are given. If a 
second series of ten treatments is necessary, we begin 
to think seriously of recommending a_ transorbital 
lobotomy. Those patients showing temporary response 
to EST are good candidates tor lobotomy. 


The largest group of psychiatric patients who do 
not respond to electro shock is represented by the 
psychoneuroses. Most criticism of EST results from its 
indiscriminate use in these cases. Many neurotics re- 
act badly to the memory impairment, and complain of 
it, long after psychological tests have shown no actual 
impairment. Conversion symptoms sometimes  dis- 
appear, as they may do after any impressive treatment, 
but more often side effects such as headaches, muscle 
pain, and so on, are added to the patient’s list of com- 
plaints. The group of neurotics where EST is in- 
dicated is the reactive depressions. They respond as 
well as other depressions but the basic neurotic pat- 
tern remains after treatment has been concluded. In 
obsessive compulsive neurotics the results are un- 
certain. The emotional tension accompanying their 
compulsions and obsessions is often lessened for a 
while and although these symptoms may be partially 
obliterated by the amnesia, the symptoms in most 
cases return sooner or later with the same intensity. 


Most authorities agree that electro shock therapy 
per se is of little or no value in the treatment of drug 
addicts, alcoholics, and psychopathic states. Where 
these conditions are the symptoms of an underlying 
psychosis then electro shock therapy would be 
definitely indicated. 


We frequently use electro shock to quiet a disturbed 
patient who is suffering from an organic psychosis such 
as general paresis, epilepsy, or cerebral arterio- 
sclerosis. Usually four to six treatments is all that is 
necessary to make these patients more manageable. 


There are practically no absolute contra-indications 
to electro shock therapy. It has been used successfully 
in very disturbed patients who have recently suffered 
a cerebro-vascular accident or coronary occlusion. It 
is no longer believed that advanced pulmonary tuber- 
culosis is a contra-indication. Fatalities are very rare 
and when they do occur it is always on a cardio- 
vascular basis. Usually an embolus from an old lesion 
finds its way to the heart or lungs. Fractures as a re- 
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sult of shock occur infrequently and when they do are 
chiefly compression fractures of the dorsal vertebrae 
which require no special treatment. 


Let us now consider the operation prefrontal lobo- 
tomy. Some writers prefer the term “leukotomy” which 
means a cutting of white fibers. The terms are 
synonymous. The term “psychosurgery” applies to 
surgery of the intact brain for the purpose of relieving 
mental abnormalities. 


History of Prefrontal Lobotomy 


The operation of lobotomy was first described by 
a Portuguese Psychiatrist by the name of Egas Moniz. 
In 1936 he reported dramatic changes in mental pa- 
tients subjected to an operation on the frontal lobes. 
This work stimulated Freeman and Watts of Washing- 
ton, D. C., to institute psychosurgery in this country. 
These pioneers faced considerable criticism both from 
psychiatrists and neurosurgeons. Some psychiatrists 
were extremely opposed to the operation saying it was 
“too drastic,” that it “admitted defeat” or that it 
destroyed brain tissue and altered the personality of 
the individual. Many neurosurgeons were opposed to 
an operation in which brain tissue was divided 
blindly. Much of this opposition has subsided with the 
convincing evidence that surgery of the frontal lobes 
can bring relief to many patients suffering from mental 
disorders. 


Theory of Lobotomy 


Many of you have wondered about the principles 
behind this operation. The frontal lobes are the parts 
of the brain most concerned with behavior and 
personality. Large areas may be removed from other 
parts of the brain and will cause alterations in be- 
havior, but these depend, for the most part, upon the 
impairment of specific functions such as speech, motor 
power, or vision to one side. Even a whole hemisphere 
may be removed for a tumor and the patient is little 
the worse for it, psychologically speaking. 


Mental tests fail to reveal either positive or negative 
symptoms after removal of considerable portions of 
both frontal lobes. Either present psychological tests 
are not sensitive enough or the powers of compensa- 
tion in the remaining parts of the frontal lobes are so 
great that no measurable defect remains. 


Most of the functional psychoses and neuroses seem 
to begin in the realm of fantasy. This is easy to under- 
stand when we realize that the self-conscious in- 
adequate individual developing a mental disorder 
feels he can no longer compete with reality and resorts 
to day dreams retreating into a world of fantasy, a 
world which he can control. There is a theory that the 
area concerned with fantasy is in the frontal pole of 
the frontal lobe. Therefore, to separate this frontal 
pole, theoretically, should improve the mental dis- 
order. 
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There are at least five different psychosurgical pro- 
cedures. Some attack the gray matter of the frontal 
lobe, one attacks directly the nuclei of the thalamus, 
and the other forms of the operation are directed 
against the intercommunicating pathways between the 
thalamus and the frontal lobe. 


The operation is concerned with disassociation of 
the emotions from abnormal ideas. Theoretically the 
center for our emotions lies in certain nuclei of the 
thalmus. When we develop an abnormal idea, we most 
surely will develop an emotional component to the 
idea. The idea or fantasy originate in the frontal lobe; 
the emciion of rage, fear, or anxiety find their origin 
in the thalamus. The fronto-thalamic tract is the high- 
way carrying impulses back and forth as new ideas 
precipitate new emotions. When this pathway, the 
fronto-thalamic tract, is cut in a psychosurgical opera- 
tion the patient is relieved of much of his abnormal 
behavior. He may siill have his delusions but since 
there is no longer an emotional component attached 
to them he is not disturbed by them. As one patient 
said co me, “I hear voices at times but I don’t pay any 
attention to them anymore.” 


Behavior Manifested by The Lobotomy Patient 


Let us consider the behavior2 of the operated pa- 
tient. The lay press has done much to mislead and 
confuse the public about the lobotomized patient going 
so far as to call these individual “Zombies.” 


The first trait one notices about their behavior is 
their carefree attitude. A second characteristic is their 
insensitiveness to criticism and this includes self- 
criticism. You may ask if he has any faults, he will say 
he has pleniy, but cannot mention a single one when 
asked to do so. Another trait is inertia. They are more 
on the placcid side. Patients are more apt to take 
their diversions siting down. These like all other 
symptoms have a quantitative aspect. Closely allied to 
inertia is the symptom of carelessness. Less time and 
thought are spent upon beauty treatments and cos- 
metics, more upon reading and playing solitaire. They 
lack the urge to creative endeavor. They do not strive 
to find quicker or more effective ways of doing things 
but do routine things well. The patient is easily pro- 
voked to outbursts of anger sometimes on slight 
provocation but these episodes are of short duration. 
Rarely does he hold any grudges. It is important that 
this new behavior pattern be understood and 
anticipated by the family. 


One writer says that the typical discharged leuko- 
tomy patient is “cheerful and contented, not worrying, 
having a high opinion of himself and his abilities, 
active and restless, with varied and variable interests 
especially for light entertainment and _ superficial 
past times, easy going and sociable but without depth 
of feeling and with little sympathy or consideration 
for others, and without regrets. He may also be head 
strong and tends to quickly passing outbursts of 
temper.” 
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Indications For Lobotomy 


The prefrontal lobotomy if applied to the right type 
of patient is a valuable means of saving patients from 
the misery of menial illness. Misconceptions such as 
the belief that only hopeless deteriorated schizo- 
phrenics should be treated by lobotomy are as 
fallacious as the total rejection of the operation for 
reasons of principle. 


The first requirement in each case5 to be selected 
for prefrontal lobotomy is that the patient has received 
adequate treatment with non-surgical methods. We 
insist that such be given before the patient is ac- 
cepted for the operation. Secondly, we made it routine 
in selecting cases to gather all the possible information 
about the patient’s personality prior to his illness. Un- 
pleasant traits will become magnified after lobotomy. 
On the other hand a pleasant well-adjusted personality 
minimizes the threat of post-operative difficulty. 


It is difficult to explain the possible outcome of the 
operation to questioning relatives. We never state the 
possibility of full recovery. It requires considerable 
understanding and judgement to give the relatives a 
true picture and yet not to discourage them from con- 
senting to an operation which is considered to be in 
the interest of the patient. Two factors come to our 
help. We can siate that the operation never makes 
the patient worse, and we can offer hope for some 
relief of the patient's mental suffering. 


The largest although hardly the most successful 
operated group is represented by schizophrenia. The 
sub types of schizophrenia vary widely in their re- 
sponse to lobotomy. Catatonic excitements are excell- 
ent subjects for the operation. In the catatonic stupors 
our experience is not encouraging. Hebephrenics are 
rarely suitable for operation. They show _ little 
emotional responsiveness. They usually should be re- 
jected. Paranoid schizophrenics represent the group to 
which the best results can be expected. These are the 
best prospects for the operation because the basic 
schizophrenic symptoms often occur late or not at all 
and the picture often is limited to delusions with 
adequate affect. The personality remains well pre- 
served as it does also in the rare cases of true paranoia. 
Both groups do not respond to shock therapy and lobo- 
tomy is strongly indicated. The relatives should be 
told that the delusions and hallucinations may continue 
but that the patient is no longer troubled by his ideas. 


The affective disorders of manic depressive psychosis 
and pure involutional melancholia should not be 
freely accepted for lobotomy. These cases should not 
be endangered by the personality changes of the lobo- 
tomy as long as the episodes of depression or manic 
behavior can be easily controlled by a relatively few 
shock treatments. Most patients with involutional 
psychosis unresponsive to shock therapy have paranoid 
symptoms. In them the operation should be recom- 
mended. The same is true in cases of severe hypo- 
chondriasis. 
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Far superior to the results obtained in schizo- 
phrenia are those in the severe psychoneuroses. Good 
results can be expected in the obsessive-compulsive 
type. The sutering of these patients is often com- 
parable to, if not greater than, patients with painful 
physical diseases. Neurotics, who did not benefit from 
psychotherapy, should be accepted for the operation 
if they are total invalids, suffer severely, and are 
unable to lead a normal life. 


Personality disorders such as psychopathic personal- 
ity are occasionally considered for lobotomy. It should 
not be overlooked, however, that the operation can 
never change personality traits. A psychopath who 
tells lies will continue to do so after the lobotomy with 
even less inhibitions. 


Dangerous tendencies justify the operation oc- 
casionally in such conditions as mental deficiency, 
psychomotor epilepsy, and other organic syndromes. 


Results Obtained 


Statistics from two separate state hospitals with 
similar problems as ours will be reviewed. In the 
Connecticut Cooperative Lobotomy Study, Friedman 
and Moore3 report on the status of 254 prefrontal 
lobotomy patients at the end of the second post- 
operative year. These patients are compared with 100 
control patients observed for the same period of time. 
The controls had been selected for operation but for 
some reason permission was not obtained. These 
writers report 50 to 60 per cent of their patients ex- 
hibited significant improvement after operation with 
a discharge rate of 37 per cent. In contrast to the 
operative group only 3 per cent of the control group 
exhibited any improvement and this improvement did 
not compare to that of the operative group. Only 2 
per cent were able to leave the hospital. 


The other statistics are also from a state hospital 
using transorbital lobotomy. What Wilson and Pitt- 
man say could well be said of the South Carolina 
State Hospital. They say, “our state hospital is over- 
crowded and inadequately staffed with trained person- 
nel. It is unlikely that if sufficient funds were available 
for construction it would be possible to obtain suffi- 
cient qualified personnel to man the wards. It is, there- 
fore, not only a psychiatric problem, these disturbed 
patients, but also one of economics.” Two-hundred 
cases of chronically disturbed patients were selected 
for transorbital lobotomy operation. They were con- 
sidered hopeless as far as any degree of improvement 
was concerned. Practically all had been confined to 
small seclusion rooms for periods of time up to twenty 
years, with an average of eleven years. After trans- 
orbital operation they report 26 patients out of the 
hospital, 90 patients improved so that they became 
useful in their environment, and some improvement 
noted in 22 other patients. About one third of the 
patients were unimproved. 
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The first pretrontal lobotomy operation was per- 
formed at the South Carolina State Hospital in May, 
1947. Five years have now elapsed. During this time 
we have learned a great deal about the operation, the 
proper selection of patients, and the results we might 
expeci. The first operations were done by the so called 
“open” method. The open operation was a prolonged, 
painstaking laborious procedure. 


For the past two years we have been doing the 
transorbital lobotomy since it offers many advantages 
both to the patient and the hospital personnel. Then 
too, the open operation can always be done at a later 
date if it is felt the transorbital lobotomy did not 
accomplish the desired effect. 


In speaking of the two operations, Dr. Freeman has 
noted the following from his series of cases, “the over- 
all picture is pretty much the same for the two types 
of operation, 68 per cent of the patients being able to 
live outside of institutions after transorbital lobotomy 
as compared with 70 per cent after prefrontal lobo- 
tomy. The minor operation is less successful in 
dementia praecox cases but more successful in other 
types of mental disorder.” 


At the South Carolina State Hospital during the 
past five years we have performed 210 lobotomy 
operations. Of this number 124 were of the trans- 
orbital type. Approximately 70 patients are at home, 
some for over a year. About 35 to 40 patients could 
be released but there is no one to take them and give 
them some general supervision and guidance. No pa- 
tient was made worse by operation but 35 patients 
failed to show any improvement. The remaining pa- 
tients in our series roughly 40 per cent have shown 
varying degrees of improvement. They are no longer 
kept in seclusion, they are now able to make a 
satisfactory adjustment to their environment and many 
have been moved to more desirable wards. It is also 
to be considered improvement from an economic 
standpoint to relieve the destructive tendencies of a 
disturbed patient who may destroy as much as $25.00 
worth of bedding and clothing in a single day. 


Complications 


In our series of 210 cases the total operative mortal- 
ity was 4 cases. There have been no deaths in the 
transorbital lobotomy cases. 


Two complications always anticipated are hem- 
orrhage and infection. We have had two cases of 
hemorrhage and in each of these cases the bleeding 
was controlled by open operation and the patients 
survived. 
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The only other complication is post-operative con- 
vulsive seizures. These rarely occur following trans- 
orbital lobotomy. An incidence of 3-10 per cent was 
reported with prefrontal lobotomy. These responded 
well to the usual anti-convulsant drugs. 


Conclusions 


1. Although the underlying mechanism and theory 
of electro shock is not understood, it still remains the 
most important single tool of psychiatry today. 


2. Experience with this therapy during the last 
twelve years has indicated its value as well as its 
definite limitations. 


3. In the majority of cases EST produces sympto- 
matic relief but reoccurrences of the mental illness are 
to be anticipated. 


4. The lobotomy operation is concerned with dis- 
association of emotions from abnormal ideas. 


5. In selecting patients for lobotomy careful con- 
sideration must be given to their prepsychotic per- 
sonality structure. The operation tends to remove 
inhibitions and undesirable traits of the personality 
may be exaggerated. 


6. Results with lobotomy at the S$. C. State Hospital 
compare favorably with other similar institutions. 
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The General Practitioner of the Future 


Paut Witiiamson, M. D. 
Memphis, Tenn. 


(‘The University of Tennessee has a General Practice 
Department completely staffed by general prac- 
titioners. In this department an effort is being made to 
train young men and to interest them in the field of 
general practice. 

Dr. Paul Williamson is the director of this project 
and we are glad to publish this paper of his which 
presents his views of the general practitioner of the 
future. Editor. ) 

During the past ten years there has been an in- 
creasing interest in the family physician. The American 
public has clamoured for the return of the general 
practitioner of fifty years ago and has made the pro- 
fession take some cognizance of the fact that the front 
line of medicine is the work done by the family physi- 
cian. 

With renewed interest in his field of duties and in 
his training, it seems probable that there will be de- 
veloped a new type of general practitioner. His field 
of interest will probably be much broadened and it is 
entirely possible that specific training for general prac- 
tice will become a part of the medical curriculum, 
cither at the undergraduate or the postgraduate level. 
This, I believe, is one of the wisest moves made by the 
profession in the past hundred years. 

A definite trend of thought in and about general 
practice is becoming more apparent every day. In this 
brief article, I shall attempt to outline these thoughts 
as they have been expressed to me by leading medical 
thinkers and by active general practitioners. 

To begin with, the general practitioner is ideally 
suited to practice psychosomatic medicine. His very 
position with the family gives him an increased in- 
sight into family and individual problems, an insight 
that is not available to the highly specialized physician 
except through the medium of long and tedious history 
taking. The family physician is in a position to be a 
family friend and advisor, whereas the highly special- 
ized physician is not. 

Leading medical philosophers are giving much 
thought to the broadening of the scope of general 
medical practice. It is undeniably true that medicine 
casts its emphasis on the acute phase of a single dis- 
ease. Any thinking physician will admit that it is 
impossible to satisfy the public by concentrating only 
on disease. 

More important than all our medicines and surgical 
techniques at the moment are the myriad personal 
elements which affect disease. It is true that the basic 
irreducable unit of medical practice is the person and 
not the particular disease that he has. With increasing 
emphasis on this, one then comes to the problem of 
how to emphasize this personalized medicine to the 
profession. 

There can be but one answer to this and that is to 
train general practitioners as ‘personal physicians’ and 
to emphasize as a major portion of their training the 
humanities as applied to medicine. 


Another area in which the scope of medicine will 
probably be broadened is the community service facet 
of medical care. It is probable that the doctor will 
be devoting a goodly portion of his time to com- 
munity health problems, both organic and psychic. The 
prevention of disease will become just as major in his 
thinking as the cure of already existing disease. One 
might almost think of the general practitioner of the 
future as a community healih executive. 

Should this come to pass, the general practitioner 
is the only possible man who could carry on the duties 
of community health along with curative treatment of 
disease. Granting this is so, the general practitioner of 
the future will probably have a broadened view of the 
problems of health and disease. Much more so than 
the physician we train at present. It is unfortunately 
true that many of the graduates of our medical schools 
are simply superbly trained medical technicians with 
little or no background in the humanities and little or 
no understanding of the broad philosophies of medi- 
cine, 

It is the conjecture of many leaders of medical 
thought—and I heartily agree—that the general prac- 
titioner of the future will be specially trained for his 
function in the community and that, in addition to his 
training in the basic fundamentals of disease he will 
be given a broad background in the philosophies of 
medicine, and that he will be trained as far as is pos- 
sible in the humanities. 

In order to grant the warm human understanding 
which is an essential part of the personal physician’s 
work, the doctor must have had experience with 
people as they are. He must know the emotional re- 
actions of people and what to expect from these 
emotional reactions, and he should know in greatest 
detail the common behavioral patterns which we see 
so frequently. 

It is surprising the number of physicians who do not 
know these things even though they have been in 
practice for many, many years. We feel that this train- 
ing in the humanities is an essential part of medical 
education and that medical schools in years. to come 
will set up human laboratories designed to give stu- 
dents experience in the behavior of people. 

The general practitioner of the future will probably 
be the key man of all medical effort. He will be 
especially trained for this job and will have as his 
relation to his patients a place similar to that occupied 
by the splendid family doctors of half a century ago. 

It is my opinion that only genuine progress can come 
from this expanded field of general practice, and I be- 
lieve that it is the duty of the individual general prac- 
titioner over the United States to take stock of the 
work he is now doing and to see if he does not believe 
that the field of general practice can be much ex- 
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REPORT OF ACTIVITIES OF 
STATE-AID CANCER CLINICS—1951 


FRANK L. Geicer, M. D. 
Jolumbia, S. C. 

Chief, Cancer, Heart Disease and Tuberculosis Services, 
Division of Disease Control, State Board of Health of South 
Carolina, Columbia, South Carolina. 

The early diagnosis of cancer, followed by prompt 
treatment and adequate follow-up of the treated case 
so that any cancer recurrence will receive prompt con- 
sideration, are the objectives of the Section of Cancer 
Control of the State Board of Health of South Caro- 
lina. To determine the progress toward these 
objectives, yearly statistical studies are made of pa- 
tients referred by private physicians to the nine state- 
aid cancer clinics. The following report covers some 
of the pertinent facts regarding the cancer patients 
admitted to the cancer conirol program from January 
1, 1951 to December 31, 1951. 


A total of 825 new cancer patients (475 white and 
350 Negro patients) received treatment in the cancer 
clinics during the calendar year 1951. An additional 
2,600 cancer cases who had been admitted to the 
clinics in previous years were seen periodically during 
the year. 


Of the 825 new cancer patients, 407 or 49% were 
found to have localized lesions upon admission for 
treatment. However, when the 194 cases of lecalized 
skin cancer were excluded from the compilations, the 
407 cases of early cancer dwindled to 213, and the 
percentage of early cases decreased from 49% to 35%. 
The 213 early cases consisted of 82 white females, 34 
white males, 67 Negro females and 30 Negro males. 


By eliminating the 211 persons with skin cancer 
from the total of 825 new patients, it was determined 
that 614 persons with cancer of sites other than the 
skin were treated in the clinics. An analysis of these 
614 cases by stage, color and sex showed that 99 or 
56% of the white females, 54 or 63% of the white 
males, 143 or 70% of the Negro females and 77 or 
74% of the Negro males had regional or diffuse 
metastases when referred to the cancer clinics. These 
figures are disappointing, but nevertheless they are 
factual. 


The following table gives an analysis of the 12 most 
common types of cancer treated in the clinics: 


In studying the above table it will be noted that 
more cases of skin cancer were treated than any other 
type of malignancy. As is well known, skin cancer 
occurs almost exclusively in the white race. Of clinic 
cases with this malignancy, 198 were white patients 


as compared to only 13 Negro patients. One hundred 
and ninety-four or 92% of these cases had localized 
disease and were curable. 


Among females attending the clinics for the first 
time, more were suffering from cancer of the cervix 
than cancer of any other site. Since early cancer of the 
cervix is curable in eight out of ten cases, it was 
stimulating that 56% of the white females had no ex- 
tension beyond the cervix. Unfortunately this percent- 
age was reduced to 36% in Negro females. 


More and more physicians are including speculum 
examination of the cervix in the routine examination 
of their female patients. A smaller number are in- 
cluding cytological studies of cervical smears as an 
adjunct to cervical inspection. These procedures are 
uncovering a number of early cases of carcinoma of 
the cervix. The Cancer Commission and the State 
Board of Health are interested in inaugurating a state- 
wide cytological service to which individual physicians 
and the cancer clinics may refer specimens obtained 
on indigent patients suspected of having cancer. The 
matier of such cytological services is to be discussed 
within the next few months with representatives of 
the South Carolina Society of Pathologists. 


Eighty-five females with carcinoma of the breast 
were admitted to the cancer program in 1951. In 25 
or 29% of these patients the malignancy was limited 
to the breast. The percentage of localized breast can- 
cer was higher in white females than in Negro females, 
that is 43% as compared to 17%. Since a “lump” in 
the breast can readily be feli if systematically searched 
for by the patient, physicians should acquaint their 
mature female patients with the technique of breast 
self-examination. The physician and the patient will 
be amply repaid by the discovery of even one un- 
suspected, carly carcinoma of the breast by this simple 
procedure. 


Cancer of the alimentary tract kills more South 
Carolinians than cancer of any other site, as it pro- 
duces unusual symptoms only when advanced. There- 
fore, it is not surprising that only 12 or 15% of the 
80 cases of cancer of the esophagus, stomach and 
rectum were early when diagnosed. Any patient past 
45 years of age with the complaints of dysphagia, 
indigestion, severe anemia, diarrhea alternating with 
constipation and/or rectal bleeding should be sus- 
pected of having cancer of the alimentary tract until 
proved otherwise. 


The incidence of primary bronchogenic carcinoma 
is definitely increasing. Further, this type of malig- 
nancy is of mounting importance as a cause of death 
in the males of this state. Consequently, it is dis- 


j 


| 


THE JoURNAL OF THE SOUTH CAROLINA MEDICAL ASSOCIATION 


NEW CASES OF CANCER TREATED IN THE CLINICS DURING 1951 


January 1, 1951—December 31, 1951 


By Color, Sex, Primary Site and State of Diagnosis 


October, 1952 


Primary Site and Total White Colored 
State at Diagnosis Total Male Female Total Male Female Total Male Female 
Skin 211 114 97 198 111 87 13 3 10 
Localized 194 109 85 188 108 80 6 1 5 
Regional Involvement 9 2 7 6 - 4 3 = 3 
Remote or Diffuse Metastasis 6 2 4 4 1 3 2 1 1 
Stage Unknown 2 1 1 ae 7-_ a 2 1 1 
Cervix 184 : 184 82 82 102 a 102 
Localized 83 3 46 46 37 es 37 
Regional Involvement 60 60 24 24 36 " 36 
Remote or Diffuse Metastasis 36 36 10 10 26 7 26 
Stage Unknown 5 5 2 2 3 _ 3 
Breast 85 85 39 39 46 = 46 
Localized 25 25 17 17 8 = 8 
Regional Involvement 27 27 10 10 17 = 17 
Remote or Diffuse Metastasis 29 29 9 9 20 - 20 
Stage Unknown 1 1 1 1 
Buccal Cavity and Pharynx 45 33 12 30 22 8 15 11 4 
Localized 22 17 5 17 14 3 5 3 > 
Regional Involvement 17 11 6 9 5 4 x 6 2 
Remote or Diffuse Metastasis 4 4 = 2 2 a 2 2 a 
Stage Unknown 2 1 1 2 1 1 i le = 
Esophagus 32 19 13 5 3 2 27 16 11 
Localized 2 1 1 - ‘idee 2 1 1 
Regional Involvement 9 6 3 1 5 3 2 
Remote or Diffuse Metastasis 13 7 6 1 12 7 5 
Stage Unknown 5 3 8 5 3 
Stomach 30 22 & 8 4 4 22 18 4 
Localized 7 6 1 1 1 Tce 6 5 1 
Regional Involvement 6 3 3 2 1 1 4 z 2 
Remote or Diffuse Metastasis 16 12 4 5 2 3 11 10 1 
Stage Unknown 1 1 1 1 
Prostate 27 27 x 10 10 17 17 si 
Localized 16 16 6 6 10 10 
Regional Involvement 4 4 2 2 2 2 ‘aie 
Remote or Diffuse Metastasis 7 7 2 2 ihe 5 5 a 
Respiratory System 26 23 3 15 12 3 11 11 ae 
Localized 2 1 1 2 1 1 
Regional Involvement 8 6 2 5 3 2 3 3 mia 
Remote or Diffuse Metastasis 13 13 6 6 a 7 7 ace 
Stage Unknown 3 3 a 2 2 ie 1 1 mi 
Rectum 18 6 12 8 3 5 10 3 7 
Localized 3 1 2 - a 3 1 2 
Regional Involvement 8 3 5 4 2 p 4 1 3 
Remote or Diffuse Metastasis 7 > 5 4 1 3 3 1 2 
Urinary Organs 16 9 7 8 5 3 8 4 4 
Localized 7 3 4 6 3 3 1 _ 1 
Regional Involvement 3 3 3 3 
Remote or Diffuse Metastasis 4 2 2 1 1 A 3 1 2 
Stage Unknown 2 1 1 1 1 ae 1 = 1 
Fundus of the Uterus 14 14 7 7 7 il 7 
Localized & 8 5 5 3 a 3 
Regional Involvement 3 3 2 1 Sis 1 
Remote or Diffuse Metastasis 2 > = 2 _ 2 
Stage Unknown 1 1 1 1 1 1 
Penis 10 10 1 9 9 
Localized 6 6 1 1 5 5 e 
Regional Involvement 4 4 4 4 - 


Remote or Diffuse Metastasis 
Stage Unknown 
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tressing that only 2 or 7% of the 26 patients with can- 
cer of the respiratory system had localized disease. 


All males past 50 should be encouraged to have an- 
nual chest x-rays, as x-ray shadows suggestive of early 
carcinoma of the lung usually are present before the 
individual presents symptoms. Clinically, it is wise to 
remember that every wheeze is not asthma and that 
recurrent attacks of pneumonia or pneumonitis in older 
persons are very suggestive of bronchogenic car- 
cinoma. 

This study reflects an encouraging note in relation 
to prostatic carcinoma. The malignancy was confined 
to the gland in six out of every ten cases treated by 
the clinics. More early cases of carcinoma of the 
prostate will be diagnosed when physicians make it a 
point to palpate the prostate of their male patients, 
especially in those who are past 50 vears of age. 
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Each year, cases of advanced carcinoma of the penis 
are admitted to the clinics. Forty per cent of the cases 
treated in 1951 had regional or distant metastases. 
This fact is hard to understand since the lesion can be 
seen and felt by the patient from the beginning, and 
there is, therefore, no good excuse for this disease to 
reach an advanced stage before coming under medical 
care. As a matter of fact, carcinoma of the penis could 
probably be prevented from ever occurring if all male 
infants were circumcised soon after birth. The attain- 
ment of this ideal situation demands the education of 
the expectant mother and father in regard to the im- 
portance of this procedure. 


This report clearly demonstrates that in 1951 the 
majority of cancer patients already had advanced dis- 
ease when they were referred to the state-aid cancer 
clinics. This was especially true of the Negro patients. 


community if he expects to survive. 


THE PRESIDENTS MESSAGE 


THE DOCTOR'S POSITION IN POLITICS 


(1) There is an attack being made on the present type of the practice of medicine. 

(2) A very serious emergency situation now exists. 

(3) The doctor must exercise his position as a citizen and his influence in the 

(4) He should very carefully analyze the position of the presidential candidates 
on matters vital to our country and, after careful and prayerful consideration, 


he should courageously vote as his conscious dictates and he should see that 
as many other citizens as possible do likewise. 


Lawrence P. Thackston, M. D. 


- 
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MEDICAL COLLEGE OF SOUTH CAROLINA 
POSTGRADUATE SEMINAR-INTERIM MEETING OF THE S. C. ACADEMY 
OF GENERAL PRACTICE 
FOUNDER’S DAY PROGRAM 
November 5-7, 1952 
POSTGRADUATE SEMINAR 


Wednesday: November 5, 1952 
A. M. 
8:30—Registration & Greetings 
9:00—Management of Cardio-Vascular Emergencies ______-------------Dr. John A. Boone 
10:00—Management of Obesity .............-.-------.----------- Dr. Robert Wilson, Jr. 
12:00—Management of Pulmonary Embolism —_----------_-------------Dr. C. de Saussure 


P. M. 


2:00—Intestinal Obstruction due to Ascaris — 
4:00—Resuscitation of the Newborn —__---~_--_- __..Drs. C. D. Conrad & John M. Brown 
8:00—Round-Table Discussion 


_...Drs. M. W. Beach & Margaret Jenkins 


FOUNDER’S DAY 
Thursday: November 6, 1952 
A. M. 


8:30—Registration 
9:00-—Possible Carcinogenic Effect of Smegma on the Uterine Cervix..~Dr. H. R. Pratt-Thomas 
9:45—The Polyneuritides, with Emphasis on Pathology _~__--------_-- Dr. Webb Haymaker 


10:30—The American Physician in Army Medicine—Past & Future _______~ Dr. J. Q. Simmons 
11:15—Backache in Medical Practice ..-..........-.----------------- Dr. P. R. Lipscomb 
12:00—Renal Disease in Childhood and its Management __-_---_------____- Dr. M. I. Rubin 
1:00—Medical College Luncheon 
2:30—Diseases of the Vulva & Vagina Dr. L. A. Wilson, Jr. 
3:15—Brucellosis and “Rheumatic” Heart Disease _______-____---________- Dr. Tom Peery 
4:00—Dedication of New Laboratory Building — Speaker: —___-__- Dr. Charles L. Dunham 
7:30—Founder’s Day Banquet — Presentation: __________-_-____-____- Dr. Jack C. Norris 


POSTGRADUATE SEMINAR (continued) 
Friday: November 7, 1952 


9:00—Diagnosis & Treatment of Cystic Mastitis ___.____.-Drs. John C. Hawk & J. T. Cuttino 
10:00—Surgery for the Ambulatory Patient __.______________-_____--_ Dr. H. W. Mayo, Jr. 
2:00—Treatment of Antepartum & Postpartum Hemorrhage Dr. A. L. Rivers 
3:00—Management of Apparent Sterility in the Female —~-__--__-_____-_- Dr. T. G. Herbert 
Dr. James M. Wilson 
for Dr. L. L. Hester 


Baruch Auditorium—Charleston, S. C. 
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ELECTION DAY 


Ours is not a political organization nor is this 
Journal a political publication, but we cannot but 
comment upon the situation which exists in South 
Carolina. 


As this is being written, both candidates for the 
Presidency have declared their intention of visiting 
South Carolina and of speaking to the people of the 
state in Columbia. Such a condition of affairs is truly 
remarkable since it is the first time in history that 
such has occurred. It gives those of us in this state a 
feeling of wonder and of pride. 


For lo these many years we, along with most of the 
other southern states, have been the forgotten areas 
during presidential elections. Our votes were so taken 
for granted that no one payed any attention to us. 
Now suddenly, the idea has suddenly dawned upon 
both national parties that South Carolinians do vote— 
and strenuous effort is being made to have us vote in 
this or that way. Wonders never cease. 


What will be the outcome? Will the old Palmetto 
State stand pat and register its vote in the Democratic 
column as it has for many decades or will it cast 
tradition aside and cast its vote for the Republican 
candidates? Will the present upsurge of feeling result 
in the formation of two strong parties in the state— 
which is sorely needed—or will it be but a flash in the 
pan? Will this year be the one year in which both 
national political parties pay us attention, or will it be 
the beginning of many such election years? Being 
neither a prophet nor the son of a prophet, we will 
attempt no answers to these questions. But we will 
follow with great interest the doings of the weeks 
ahead and we will be sitting up late at night after all 
the votes have been cast on Election Day to hear the 
results. And above all, we will vote our own con- 
victions on Election Day itself, truly thankful that this 
is still a country in which one is his own master in 


the voting booth. 


KEOGH - REED BILLS 


Of vital concern to all professional men and to those 
business men who are self-employed are the Keogh- 
Reed Bil! which were introduced in the last session of 
Congress. Following hearings on these bills in May, 
1952, certain changes were made following sug- 
gestions made by the American Bar Association, 
American Medical Association and others. These bills 
will be introduced in the next Congress and it would 
be wise for all physicians to become acquainted with 
their content and to discuss them with their Senators 
and Congressmen. 


The principles of the original bills remain un- 
changed—to permit self-employed taxpayers and 
employed taxpayers not now covered by pension plans 
to defer taxes on certain portions of their current in- 
come, invested to secure retirement benefits. The gen- 
ral limitations on tax deferment to be—not more than 
10% of earned income, or $7,500 annually, whichever 
is less. The changes which appear in the revised bills 
are; (a) a provision which gives tax deferment, not 
only on investments made in a restricted retirement 
plan, but also for investment made by the purchase 
by an individual directly from an insurance company 
of a restricted annuity plan, (b) an over-all lifetime 
income limitation of $150,000 which may be excluded 
by one person from gross income, (c) a provision to 
permit eligible taxpayers now over 55 years of age to 
exclude more than 10% of their earned income during 
the period of 1953 to 1972, (d) a provision which 
allows for a carry-over period of not more than five 
years, this to assist taxpayers who have extreme 
fluctuation in income, (e) setting the age at which 
saving funds may be withdrawn at 65 except in the 
case of infirmity or total disability. 


In discussing these bills, the special committee on 
retirement benefits of the American Bar Association 
has this to say; “It cannot be emphasized too often 
that the proposed legislation is not social welfare 
legislation for those who are unable to provide for 
themselves. On the contrary, it is legislation to help 
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the independent, old-fashioned American who wants 
to take care of himself, and who wants to be in a 
position to help take care of the weak and un- 
fortunate whether they are dependent upon him or 
not. In furnishing these sturdy, self-supporting tax- 
payers the opportunity to do so, the Keogh-Reed bills 
strike a refreshing new note in both the law and 
economics relating to retirement benefits.” 

We can but sav Amen to the sentiments expressed 
and voice the hope that all of the members of our 
Association will support these bills when they appear 
in Congress. 


DIABETES DETENTION WEEK 


The American Diabetes Association will launch its 
fifth nationwide Diabetes Detection Drive during the 
week of November 16-22. This drive is unique in that 
it is a non-fund raising, educational and case-finding 
program which is channeled exclusively through the 
medical profession. 

There has been a rapid growth in the number of 
medical societies which have joined in this national 
effort. To date, thirty state and nearly seven hundred 
county medical sociciies have indicated their intention 
of participating in the 1952 program. Six county medi- 
cal societies in South Carolina are making plans to 
join in the effort. 

It is our belief that the public will not only be 
benefited by this program through the finding of pa- 
tients with diabetes, but that they will also be taught 
another lesson in the value of preventive medicine. 
We also feel that this effort should receive the support 
of all practicing physicians since it affords the public 
an excellent example of what doctors are ready to do 
in the field of education and good public relations. 


NEWS FROM A. M. A. 
CLINICAL SESSION GEARED FOR GP 


The sixth annual Clinical Session of the American 
Medical Association—meeting December 2-5 in Den- 
ver—will feature practical demonstrations on various 
phases of medicine of special educational value to the 
general practitioner. More than 60 scientific exhibits 
will provide the GP with a postgraduate course in such 
subjects as office anesthesia, cardiology, dermatology, 
endocrinology, gynecology, laboratory procedures, 
otolaryngology, pediatrics and proctology. Emphasis 
will be on diagnosis and treatment. 

In addition to scientific papers presented by leading 
physicians from all over che United States, highlights 
of the meeting will include a large technical exhibit. 
surgical and clinical demonstrations on color television 
and motion pictures. All technical and scientific ex- 
hibits and scieniific sessions will be held at Denver's 
recently-enlarged Municipal Auditorium. 


INDUSTRIAL HEALTH PROGRAM FOR THE 
GP 


A program to interest general practitioners in in- 
dustrial medicine recently was launched by the joint 
committee on education of the American Academy of 
General Practice and the Council on Industrial Health 
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of the American Medical Association. The project pro- 
poses to encourage an understanding of industrial 
health problems by management and physicians and to 
develop an education program geared to the GP on 
both the undergraduate and postgraduate level. 


Since more than 90 per cent of American industries 
employ less than 100 workers, the “family doctor” also 
must be educated on the part he can play in super- 
vising and directing health and safety programs in 
small planis without intefering with his regular prac- 
tice. The AMA’s Council is prepared to assist local 
medical societies in carrying out educational programs 
designed to bring the employer and physician together 
by sponsoring local industrial health meetings. 


INDUSTRIAL FIRMS PURCHASE “TODAY'S 
HEALTH” FOR EMPLOYEES 


Large bulk orders of “Today's Health” magazine 
from several American industrial firms have been re- 
ported by the “Today’s Health” Circulation Depart- 
ment as a result of continued promotion to industrial 
physicians. The Timken Roller Bearing Company of 
Canton, Ohio, for example, currently provides copies 
of “Today's Health” for the more than 1,300 super- 
visory personnel throughout its organization. The 
Chesapeake and Potomac Telephone Companies of 
Washington, D. C., have purchased about 250 sub- 
scriptions for chief operators in the Virginia, Mary- 
land, West Virginia and D’strict of Columbia area. 


This year, the Pepsi-Cola Company is supplying 
“Today's Health” to a dozen of its locally-owned 
branch offices on a trial basis. If successful, the com- 
pany will encourage all of its branch offices to sub- 
scribe for employees. Many firms are ordering from 
six to twelve copies for employee reading rooms. 


SAMA HONORARY MEMBERSHIPS OPEN TO 
PHYSICIANS 


“Keep up with the young men who are keeping up 
with you” is the theme of a fall campaign now under 
way by the Student American Medical Association to 
encourage physicians to join the organization as honor- 
ary members. This new membership category was 
created at the request of doctors who wish to keep in 
touch with the student side of medical education, re- 
ports David Buchanan, national president. 


Honorary membership, with yearly dues of five dol- 
lars, entitles the phvsician to a subscription to the 
monthly 72-page Journal of the SAMA as well as 
participation in the annual convention and_ other 
activities of the association. Physicians and friends of 
the medical student interested in becoming honorary 
members should contact Mr. David Buchanan, Student 
American Medical Association, 535 North Dearborn 
Street, Chicago 10, Illinois. 


AMA PREPARES NEW HEALTH EXHIBIT 


Designed for lay audiences, a new portable exhibit 
entitled “Health—1952” will be available by mid- 
September from the AMA’s Bureau of Exhibits for 
state and county medical societies. The exhibit pre- 
sents an over-all picture of health conditions in the 
United Siates at the present time. The first panel, 
containing a large, colored modern adaptation of Sir 
Luke Fildes’ painting, “The Doctor,” emphasizes im- 
proved health conditions in the country today—show- 
ing that life expectancy has increased, tuberculosis, 
diptheria and pneumonia deaths have skidded to an 
all-time low, mothers and babies have a much greater 
chance of surviving today. The second theme shows 
that Americans require less working time to pay for 
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medical care today as compared with 15 years ago. 
Finally, the exhibit points out that today there is an 
easier way to pay for medical care—through voluntary 
health insurance. 

The Bureau plans to revise and bring the exhibit up 
to date each year. The only cost involved to medical 
societies will be the shipping charges both ways. 


DOCTORS URGED TO SEND IN POISONING 
REPORTS 


The Committee on Pesticides of the American Medi- 
cal Association currently is undertaking a country-wide 
toxicological study of cases of poisoning resulting from 
the use of insecticides, rodenticides, fungicides, weed 
killers, fumigants, repellents and related types of 
chemicals used in agriculture and the home. This in- 
formation will be used to expand its permanent file of 
such cases for use by physicians and allied medical 
personnel. 

Since much of the Committee’s information on 
pesticide poisoning has been compiled from un- 
published isolated cases which were brought to its 
attention, the Committee appeals to physicians to sub- 
mit records on cases of non-fatal and fatal poisonings 
from pesticides. The Committee points out that sum- 
mary data on the pertinent facts of the poisonings and 
the circumstances of their occurrence would be suf- 
ficient in most instances. The Committee is functioning 
as a center for reporting this type of poisoning cases. 


NEWS ITEMS 


VA COURSE IN PSYCHIATRY AND 
NEUROLOGY 


The Veterans Administration is instituting a four- 
month intensive training course in psychiatry and 
neurology to fit the needs of physicians without such 
previous training who are assigned to duty in 22 pre- 
dominantly psychiatric hospitals. Physicians who have 
been engaged in general practice may request this 
training upon applying for a position at one of these 
hospitals. 

The course will be held at the VA Hospitals in 
Coatesville, Pennsylvania; Palo Alto, California; and a 
joint Downey-Hines, Illinois, program near Chicago, 
Illinois. Physicians will be employed at salaries com- 
mensurate with their training and experience (salary 
range: $5,500 to $11,800 per annum) and assigned to 
the course with travel and per diem for the four-month 
period. 

Information and applications may be obtained from 
your nearest VA Hospital or Regional Office, or by 
writing to the Chief Medical Director, Veterans Ad- 
ministration Central Office, Washington 25, D. C. 


Dr. A. J. Goforth has returned to Greenville after 
completing a tour of duty with the army in Japan. He 
is associated with Dr. J. W. Jervey. 


Dr. Robert E. Livingston who has been practicing 
medicine in Newberry for a number of years has gone 
to New York where he will specialize in eye, ear, 
nose and throat work. 


Dr. Joseph Dillard is associated with Dr. J. William 
Pitts of Columbia, in the practice of medicine. 


Dr. Reginald E. Gregory is a new general prac- 
titioner in Greenville. 
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Dr. A. Heide Davis has reopened his offices in 
Greenville for the practice of general medicine. He has 
recently returned from a two year tour of duty with 
the Navy. 

Dr. C. L. Mathis, Jr. who has been serving as health 
officer for Horry and Georgetown Counties, with resi- 
dence in Georgetown, has been transferred to Con- 
way. He will be a full time health officer for Horry 
County. 


Dr. P. M. Temples, formerly of Spartanburg, has 
moved to Columbia where he has accepted a position 
with the South Carolina Tuberculosis Hospital at 
State Park. 


Dr. Frances Ingell Doyle has recently opened offices 
in Georgetown where her practice will be limited to 
pediatrics. 


Dr. Hasell G. Ross is now associated with Dr. 
Emmett Madden, Columbia, in the practice of internal 
medicine. 


Dr. Luther C. Martin announces the opening of his 
office for the practice of neurological surgery, Charles- 
ton. 


Dr. L. Crowl is now associated with Dr. J. E. Cros- 
land, Greenville, in the general practice of medicine. 


_ Dr. Louis D. Hayman has opened offices in Mullins 
for the practice of internal medicine. 


Drs. Young and Perry of Anderson announce the 
asseciation of Dr. James H. Young in the practice of 
general surgery. 


Dr. Joel T. Wyman has returned to Anderson after 
three years of special study in dermatology. He has 
opened offices there and will limit his practice to 
dermatology. 


Dr. Charles F. Timmons is now associated with his 
brother Dr. Thad A. Timmons of Lake City, in the 
practice of medicine. 

Dr. Charles R. Holmes has returned to his home 
town, Columbia, and opened offices for the practice 
of internal medicine. 


A.S.T.A. OFFERS COMPLIMENTARY COPIES 
OF GUIDE FOR PLANNING PHYSICIANS’ 
OFFICES 


The American Surgical Trade Association, with the 
cooperation of the United States Public Health Service, 
has published a guide to assist physicians in planning 
their offices. Any physician desiring a complimentary 
copy may obtain it by writing to Homer G. Klene, 
Secretary, American Surgical Trade Association, 176 
West Adams St., Chicago 2, Ill. 


Prepared under the general direction of Dr. John W. 
Cronin, Chief of the Division of Hospital Facilities of 
the United States Public Health Service, the guide 
was issued following an extensive study. Suggestions 
were made by the American Medical Association, the 
Medical Society of the District of Columbia, architects 
and specialists of the United States Public Health 
Service, and manufacturers and distributors of surgical 
and medical equipment. 
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“The Guide for Planning Phvsicians’ Offices” is in 
the form of a 32-page brochure containing typical lay- 
outs for the various specialties such as: general prac- 
tice, obstetrics and gynecology, pediatrics, surgery, 
otorhinolaryngology, orthopedics, ophthalmology, der- 
matology, pathology, psychiatry, urlogy and 
proctology. The Guide also contains suggestions as to 
how offices can best be arranged for maximum . »fort 
and efficiency. A key chart helps to identify an _ cate 
each piece of furniture and equipment in scale dGraw- 
ings. 


“Urology Award—The American Urological Asso- 
ciation offers an annual award of $1000.00 (first prize 
of £500.00, second prize $300.00 and third prize 
$200.00) for essays on the result of some clinical or 
laboratory research in Urology. Competition shall be 
limited to urologists who have been in such specific 
practice for not more than five years and to men in 
training to become urologists. 


The first prize essay will appear on the program ot 
the forthcoming meeting of the American Urological 
Association, to be held at the Hotel Jefferson, Si. 
Louis, Missouri, May 11-14, 1953. 


For full particulars write the Executive Secretary. 
William P. Didusch, 1120 North Charles Street, Balti- 
more, Maryland. Essays must be in his hands before 
January 15, 1953.” 


FEDERAL SECURITY AGENCY 


Food and Drug Administration 
Washington 25, D. C. 


September 8, 1952 


Journal 

South Carolina Medical Association 
Florence, South Carolina 

Dear Sir: 


You may be interested in the enclosed opinion of the 
U. S. Court of Appeals for the Fifth Circuit in the 
case of U. S. v. Hoxsey Cancer Clinic, a Partnership, 
and Harry M. Hoxsey, an Individual. This opinion is 
the result of an appeal in a vigorously contested case 
tried in the U. S. District Court at Dallas, Texas. It 
reverses the judgment of the trial Judge (William H. 
Atwell, N. Dist. of Texas) and directs that Court to 
issue an injunction prohibiting the defendants from 
distributing in interstate commerce brownish-black, 
and pink, Tiquids intended for the treatment of cancer 
in man. 


In many parts of the country, people are taking the 
Hoxsey medicines in the belief that they may be an 
effective treatment for cancer. Friends and relatives 
of cancer victims frequently query local physicians 
concerning this treatment. You may wish to publish 
information about this case so that physicians will have 
the facts at hand concerning these drugs, in the event 
of such inquiries. 


The following important principles are laid down 
in the Circuit Court opinion. based on ‘testimony by 
cancer experts, 
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1. “*°*there is only one reliable and accurate means 
of determining whether what is thought to be 
cancer is, in truth and fact, actually cancer. This 
requires a biopsy, a microscopic examination of 
a piece of tissue removed from the infected and 
diseased region.” 


to 


. “°°°the opinion of a layman as to whether he 
has, or had, cancer, or a like opinion as to 
whether he has been cured and no longer bears 
the disease, if, in fact, it ever actually existed, is 
entitled to little, if any, weight.” 


wy) 


“°°°despite the vast and continuous research 
which has been conducted into the cause of, and 
possible cure for, cancer the aggregate of medical 
experience and qualified experts recognize in the 
treatment of internal cancer only the methcds of 
surgery, X-ray, radium and some of the radio- 
active by-products of atomic bomb production.” 


4. “°°°Upon such subjects a Court should not be so 
blind and deaf as to fail to see, hear and under- 
stand the import and effect of such matters of 
general public knowledge and_ acceptance, 
especially where they are established by the over- 
whelming weight of disinterested testimonv®*°.” 


The Hoxsey Clinic is located in Dallas, Texas, and 
ships its drugs to patients in many other States. Accord- 
ing to the unanimous opinion of the Court of Appeals. 
consisting of Judges Russel, Hutcheson, and Rives, 
“the overwhelming weight of the credible evidence re- 
quires a conclusion that the representation that the 
Hloxsey liquid medicines are efficacious in the cure of 
cancer is °°° false and misleading. The evidence as a 
whole does not support the finding of the trial Court 
that ‘some it cures, and sime it does not cure, and 
some it relieves somewhat.’ ” 


Under the law the defendants still have the right 
to petition for review by the U. S. Supreme Court. 


Background information on the Hoxsey Clinic is 
given in the attached report prepared by the Division 
of Medicine of the Food and Drug Administration. 
Very truly yours, 
C. W. Crawford 


Commissioner of Food and Drugs 


DEATHS 


EDGAR 0. HORGER 


Dr. Edgar O. Horger, 75, died on September 17, 
following a short illness. 


A native of Orangeburg County, Dr. Horger was 
graduated from the Medical College of South Caro- 
lina in 1901. Shortly thereafter he entered general 
practice in Eutawville where he practiced until his 
retirement several years ago. 


Dr. Horger is survived by his widow, the former 
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THE COUNCIL-ACCEPTED USES OF 


Dramamine’ 


NOW ARE: 


SYMPTOMATIC CONTROL OF 
NAUSEA AND VOMITING 
ASSOCIATED WITH pregnancy 
therapy with certain drugs (antibiotics, etc.) 
electroshock therapy 
narcotization 


MANAGEMENT OF VERTIGO IN Méniére’s syndrome 
radiation sickness 
hypertension 
fenestration procedures 
labyrinthitis 


MANAGEMENT OF Tablets : 50 mg. each 
VESTIBULAR DYSFUNCTION Liquid: | 12.5 mg. in each 4 ce, 
ASSOCIATED WITH Streptomycin therapy 


—and, of course, MOTION SICKNESS 


Dramamine 


BRAND OF DIMENHYDRINATE 


SEARLE 


RESEARCH IN THE SERVICE 
OF MEDICINE 
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Miss Inez Bowen, and three sons, Charlton B. and Dr. 
Richard F. Horger of Orangeburg and Captain 
William A. Horger, United States Army in Germany. 


JOHN T. HOWELL 
The body of Dr. John T. Howell, 74, who had been 
missing since September 9, was found on September 
17 in his car near Florence. 


October, 1952 


Dr. Howell was born in Kenly, North Carolina, and 
received his education at the University of North Caro- 
lina and the Univprsity of Maryland (Class of 1911). 
He had practiced’ in Florence for the past thirty-four 
years. 


Surviving Dr. Howell is his widow, the former Miss 
Reba Anderson. 
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SOUTHERN MEDICAL AUXILIARY 
INVITES WIVES TO MIAMI 


The Southern Medical Association meets in Miami, 
Fla., Nov. 10-13, 1952, and all indications are that it 
will be a meeting to be long remembered . . . The 
hospitable Miamians are going all out in planning a 
delightful social program for the ladies . . . 

A (tentative) Auxiliary program is as follows: 

SUNDAY, NOV. 9 
Special Executive Committee meetings 
MONDAY, NOV. 10 


Luncheon for Past Presidents 
Luncheon for Councelors 
TUESDAY, NOV. 11 
Executive Board Breakfast 
General Sessions 
Doctors Day Luncheon 
Other poor Activities, including a Fish Fry on the 
each. 
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WEDNESDAY, NOV. 12 


General Sessions 
Luncheon honoring the President, Mrs. V. Eugene 
Holcombe, the President-Elect, Mrs. Richard Stover, 
visiting State Presidents and Charter Members 
THURSDAY, NOV. 13 
Executive Board Banquet 
The Auxiliary to the American Medical Association 
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will furnish two of the speakers. Mrs. Ralph B. 
Eusden, President of the Auxiliary to the A. M. A., 
will discuss the aims and general program of the 
Auxiliary, and Mrs. John McCuskey, a vice Chairman, 
will speak on nurse recruitment. 

Wives attending the Southern Medical Association 
meeting with their husbands are cordially invited to 
attend all activities of the Auxiliary. 

All reservations for luncheons should be made early. 


THE TEN POINT PROGRAM 


M. L. MEADORS. DIRECTOR OF PUBL!IC RELATIONS AND COUNSEL 


THE NEXT TWENTY YEARS IN 
MEDICINE 


If modern medicine is to deal with man as 
a whole, teaching and research centers must 
learn to coordinate their activities toward 
this goal 


Lester J. Evans® 


All evidence points to the fact that medicine is now 
in a period of critical growth. I use the word “medi- 
cine” to include that wide spectrum of knowledge, 
professional skills, technologies and physical facilities 
which in this modern day can be brought to bear in 
the care of the sick and the prevention of illness. 


This period of critical growth, which is still in its 
early sages, is not yet clearly enough defined to be 
seen in all its proportions, but I believe that in social 
and scientific significance it will prove to be as pro- 
found as that period stretching roughly from 1890 to 
1910 which can now be viewed quite clearly in the 
perspectives of history. Medicine as it was then known 
was coming to be viewed against the backdrop of the 
natural sciences, biology, chemistry and physics. 


What has happened in the first part of this half- 
century followed quite naturally on what was taking 
shope in the latter part of the previous century. 
Imaginative and inquisitive physicians, teachers and 
scientists were delving into the intricacies of certain 
disease phenomena by the application of knowledge 
from the sciences; such workers continue to reveal the 
nature of biological, physiological and disease pro- 
cesses which were not even thought of 50 or 75 vears 
ago. 


But, with the intense concentration on the solution 
of urgent and complex problems found in the hospital 
ward and laboratory, it is only recently that we have 
begun to seek additional areas of knowledge which 
might be drawn upon to understand more fully human 
health as well as illness. This looking about is one of 


*Dr. Evans is executive associate of the Commonwealth Fund, 
New York City. This article is adapted from his address at 
the Charter Day Exercises of the Society of the New York 
Hospital, May 1952. 


the characteristics of the present period of medical de- 
velopment—imaginative and inquisitive people are 
now at work across a broader front. 


Among the new areas to which they are turning are 
the social and behavioral sciences. It is from them that 
more will be learned about the nature and needs of 
man both as an individual and in relation to other men 
as they collectively make up society. 


The logical question which now arises is what does 
all this mean for the future of medicine? Is it possible 
that the concepts and practices of the past may be 
altered through this more complete understanding of 
man? When he is viewed as a whole it becomes clear 
that no part or function of him acts independently of 
any other part or function—he is really a total in- 
dividual and acts as such. 


The very means by which progress has been made, 
however, is now a threat to the fulfillment of the 
potentially of dealing with man as a whole. Medicine 
has become fragmented and segmented. The special 
areas of research and practice have become so complex 
and involved that the relationship between them is 
tenuous in many instances. If medicine is to deal with 
man as a whole, then teaching and research centers 
must find the ways and means of bringing about an 
integration and coordination of activities in the in- 
terests of this whole person. And this integration must 
be brought about without destroying the excellence of 
anything we now have. 


I have long wanted an opportunity to explore with 
an interested group what is involved in this reintegra- 
tion of medicine. About a year ago the board of gov- 
ernors of the Society of the New York Hospital, the 
medical board of the hospital and the faculty of Cor- 
nell University Medical College decided to tackle this 
problem through the ambulant person or outpatient in 
the general medical clinic. The idea is always to keep 
the patient sharply in view in order that the services 
rendered to him can be made available to him day in 
and day out, whether ill or well. It also is intended that 
he be dealt with as a member of a family group and, 
further, with the full recognition that his family is a 
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part of this community. What is hoped for in this pro- 
gram is included in the term “comprehensive medi- 
cine.” 


The achievement of this kind of service will not be 
as simple as it might seem when we look at the size 
of this and other centers, or when we think how 
specialized medical practice has become. Even more 
obviously we have come to focus our attention on the 
bedpatient, looking only incidentally on the ambulant 
patient, either as he is ready to come into the hospital 
or to leave it. 


The demonstration and practice of comprehensive 
medicine, ic seems to me, calls for principal attention 
to this ambulant patient because he is society and he 
is walking into and out of this institution daily by the 
hundreds. He brings his environment with him. He 
does have a family. He is concerned with the day-to- 
day problems of living, and his illness is a part of his 
very existence. 


Outpatient facilities, because they have been de- 
veloped along the pattern of the inpatient services— 
the clinics even having the same names: medicine, 
surgery, pediatrics, gynecology, opthalmology, neurol- 
ogy and so on—make it difficult for us to view this 
patient as a total person. Little can be accomplished 
in the practice of comprehensive medicine if we con- 
tinue to look at only parts of the patient and those 
parts on separate floors and wings of the building 
without some means of bringing about a natural and 
smoothly functioning coordination. 


I wish to suggest a second focal point around which 
the activities of an institution such as this are centered. 
I have already mentioned che patient; now I mention 
the student. As you proceed in the development of a 
comprehensive medical service around these two focal 
points, I believe that you will find the clue to it in 
continuity—continuity of service to the patient, con- 
tinuity of observation and study and continuity of 
relationship between the patient, his physicians, the 
student and other health workers. 


There is another éspect of comprehensive medicine, 
completeness of service, which I shall pass over here 
because time is limited and you already possess many 
of the necessary components. 


Continuity of service will call for an administrative 
mechanism which bridges the functions of the in- 
patient and outpatient activities ind will include those 
in the home and in the community. A natural sequency 
will be the pulling together of the activities of many 
separate clinical departments and specialties. In time 
one may cease to speak of referring the patient from 
this department to that, but rather to think of the 
services coming to the patient. The patient should 
come to feel more at ease as his needs are met in a 
satisfying manner. A further element of continuity of 
service is that members of the various professional 
groups who deal with patients will increasingly work 
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together so that the job done by one blends smoothly 
into that done by another. 


If continuity of service can be achieved, then the 
way is opened for continuity of observation and study. 
I believe that generally we are not yet prepared to 
appreciate all that may be learned by following pa- 
tients and well people through either portions or the 
whole of their life spans. Obviously the natural 
histories of many illnesses will be more completely re- 
vealed. We will come to look upon illness in different 
terms than we do now as we observe the psychological, 
biological and social processes of adaptation and ad- 
justment between a person and his environment. Then 
we will have extended opportunity to learn about 
normal behavior and function. What is health when 
not defined as absence of disease? What are the in- 
herent characteristics of individuals which seem to 
make them susceptible or immune to certain kinds of 
diseases or states of ill health? 


Further, and I should like io emphasize this, there 
will open up a completely new area for research in 
medical care. True, many have been intimately con- 
cerned with medical care, but what we know is seg- 
mental in nature—a bit here and a bit there. Many 
questions must be answered: What is involved in 
complete or comprehensive medical care? Who gives 
it? Who pays for it? What are the relative tasks of the 
several professional groups involved in complete serv- 
ice to the patient? This field of research can be tackled 
only when an institution such as this one commits 
itself to service and study on a group of patients who 
will be followed indefinitely. 


Finally, I come to education. Education will con- 
tinue to be a primary responsibility of the medical 
center. If the practice of medicine is based upon a re- 
lationship between awo people, one asking help of the 
other as well as the application of a large variety of 
technical procedures, then future practitioners must 
have an opportunity during their student days to learn 
by experience what this means. We can look on this 
clinic for comprehensive medicine as providing the 
setting for one of the very exciting experiments of the 
moment in medical ducation only if this fact is 
rcognized. 


In order to give the student full opportunity to ex- 
perience the meaning of this continuing relationship 
between himself and the patient, the senior year clerk- 
ship at Cornell has been rearranged. Instead of a 
series of blocks of time devoted to special services, 
one-half of the year now will be devoted to a con- 
tinuous clerkship in which several of the major de- 
partments will cooperate. During this time the stu- 
dents will take care of the same patients, following 
them from the home into the clinic and hospital and 
back as there is need. The teachers will be from 
several special fields, all working together except as 
there is need for certain specialized teaching. The stu- 
dent thus should gain greater understanding of the 
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way in which he can bring the knowledge and skills 
from the several fields of medicine to bear upon the 
problems presented by his patients. 


Now I want to say just a word about the opportuni- 
ties and the evolving responsibility for providing 
graduate raining in these broader concepts of medical 
service. This year three of your younger staff members 
have gone from this institution to other universities 
where they will have an opportunity to apply some ot 
the concepts of comprehensive medicine in different 
settings. One has just accepted the deanship of a medi- 
cal school in New England, another is actively en- 
gaged in the reorganization of the entire outpatient 
service of a publicly-supported hospital in a Western 
city where it is hoped to provide continuing service 
to patients, a third is going to the full-time professor- 
ship of medicine in a midwestern medical schcol and 
already has stated as his objective the practice and 
teaching of comprehensive medicine. 


L think I have answered the question: What does 
the practice of comprehensive medicine mean for the 
future of this institution and for the future of medi- 
cine in this community? As regards this institution, it 
will enable you to fulfill the goals of service, education 
and leadership. For the future of medicine in this 
community you will have an opportunity to demon- 
strate, practice and teach medicine which has its roots 
in the lives and needs of the people. 


HEALTH PLANS GAIN WIDELY IN 
NATION 


More persons in this country were protected through 
voluntary plans against sickness and accident in 1951 
than ever before, according to the results of a survey 
released by the Health Insurance Council of the In- 
stitute of Life Insurance in its annual report on ac- 
cident and health coverage in the United States. 


After allowing for duplication of coverage, there 
were 85,991,000 persons with protection against hospi- 
tal expense when 1951 ended, an increase of 12 per 
cent over the 76,961,000 persons covered a year 
earlier. Compared with ten years earlier, coverage had 
increased nearly 70,000,000 persons. This type of pro- 
tection, the council explained, provides benefits to- 
ward payment of hospital charges for room. board and 
many miscellaneous services. 


Surgical expense protection covered 65,535,000 per- 
sons at the close of last year. This was an increase of 
20 per cent over the 1950 year-end total of 54,477,000. 
In 1941, fewer than 7,000,000 persons were estimated 
to have had such protection, which provides for the 
payment of benefits in the event of surgical operations. 


The newest form in the voluntary health field is 
medical expense protection, which was extended to 
27,723,000 persons at the end of 1951, compared with 
21,589,000 at the end of 1950, an increase of 28 per 
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cent. Only 3,000,000 persons were covered against 
medical expenses ten years ago, it was estimated. 


Voluntary protection against loss of income resulting 
from disability, is the oldest form of voluntary health 
insurance in the United States, covered 39,702,000 
subscribers at the close of 1951, an increase of 6 per 
cent over the 1950 total of 37,293,000 persons. Known 
commonly as weekly indemnity insurance, this type 
protects almost two-thirds of America’s breadwinners 
against loss of income if injury or illness prevent them 
from working temporarily. 


Organizations covered in the survey included insur- 
ance companies, Blue Cross, Blue Shield, local medical 
societies and other independent plans adopted by 
industry, employe benefit associations and_ private 
clinics. 


PRESCRIPTION LAW REQUIREMENTS 
EXPLAINED* 


The words, “Caution: Federal law prohibits dis- 
pensing without a prescription,” while directed to 
pharmacists, are now, more than ever, vitally im- 
portant to the physician as well. 


The Durham-Humphrey Act, governing the refilling 
of certain prescriptions, became effective on April 26, 
1952. The importance of cooperation between physi- 
cians and pharmacists in making the letter of this law 
entirely effective cannot be overemphasized. The pro- 
tection of the public is foremost, and compliance with 
the law in all respects is essential. 


In general, the law now provides that whenever a 
drug or medicine carries the above words, the phar- 
macist must have the prescribing physician’s author- 
ization betore it can be refilled. The doctor may dele- 
gate this authority to an employe for a prescription re- 
fill, or he may state on each prescription the number of 
times he wishes to have it refilled. 


The letter of the law provides that such drugs or 
medicines carrying that inscription be dispensed only 
on: 


1. A written prescription giving the date, name and 
address of the patient, item and quantity of drug pre- 


scribed, directions for use, and the legal signature of 
the prescriber. 


2. A telephoned order directly to the pharmacist by 
the physician or by an authorized employe, giving the 
same information as specified above in (1). 


3. Refills are permitted only when authorized orally 
or in writing by the physician or by an authorized 
employe. Physicians may also authorize refills by in- 
dicating on the original prescription the number of 
times the prescription may be refilled. 


A majority of prescriptions written today carry this 


*Reprinted from MINNESOTA MEDICINE, August, 1952. 
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legend, and include such drugs and medicines as anti- 
biotics, sulfa drugs, thyroid, benzedrine, dexedrine, 
amphetamines, stilbestrols, estrogens, and aniihista- 
mines. 


All prescriptions for or containing barbital and any 
derivative must be written in ink or typewritten, con- 
tain the name and address of the person for whose use 
it is intended, must state the item and quantity of the 
drug, full directions for use, the date, and signature 
of the prescriber. No barbiturate prescriptions can be 
refilled except with the written or verbal consent of 
the prescriber. 


All prescriptions for narcotics must be in writing 
only; no oral or phone prescriptions are permitted. 
Prescriptions cannot be refilled. Prescriptions must 
contain the patient’s name and address, item and 
quantity of drug prescribed, the prescriber’s name, ad- 
dress, registration number and signature. The only 
exception to this is any codeine preparation containing 
not more than one gr. of codeine per ounce. 


The Federal Bureau of Narcotics regulation on 
narcotics says: 


“The furnishing of narcotics to telephone advice of 
practitioners is prohibited, whether prescriptions cover- 
ing such orders are subsequently received or not, 
except that in an emergency a druggist may deliver 
narcotics through his employe or responsible agent 
pursuant to a telephone order, provided the employe 
or agent is supplied with a properly prepared pre- 
scription before delivery is made, which prescription 
shall be turned over to the druggist and filed by him 
as required by law.” 


Under the Durham-Humphrey act, the pharmacist is 
legally bound to observe all of its provisions. This, 
naturally, will entail many additional phone calls to 
doctors’ offices. This extra burden on the doctor is a 
necessary one. In aiding the pharmacist to comply with 
the law, it is vital that physicians cooperate fully with 
them. Less trouble and confusion will result, as well 
as the realization of the important part played in pro- 
tecting the public against the flagrant and_ indis- 
criminate use of the drug and medicine prescription 
and its refilling. 


Ouilining tour major objections to any Federal com- 
pulsory health insurance proposal, a recent survey in 
the Quarterly Journal of Economics at Harvard Univer- 
sity listed those drawbacks to be: 


“1. The government should not compel people to 
spend money on any particular service unless 
that service cannot be obtained in any other 
way or unless the government can provide the 
service more efficiently than private enterprise. 


Cosis are too high. 


The quality of medical care deteriorates under 
a compulsory insurance scheme. 


“4. Doctors will not accept it.” 
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Regarding the first point, the authors, economists 
Rita Ricardo Campbell and W. Glen Campbell, state 
that at present those who want health insurance can 
buy it as they buy any other goods or service. Vol- 
untary health insurance plans are available to the 
average citizen at a cost no greater than what it would 
be under a compulsory, government-run system. The 
survey notes that Dr. Dean A. C'erk, in his research 
report to the Senate subcommittee on health, estimated 
that “75 million persons were protected in full or in 
part by voluntary insurance against the costs of medi- 
cal and hospital care. There can be no question of the 
fact that the voluntary insurance plans are expanding 
in areas where there is a demand ard a need for 


them, it is added.” 


On the second point, involving costs of a compulsory 
plan, the article points out that the experiences of all 
countries which have adopted this form of health in- 
surance show that the costs of medical care increase 
greatly. Quoting several estimates, the authors observe, 
“It would be interesting to know how large a percent- 
age of the population would favor compulsory health 
insurance if they were told it would cost them a pay- 
roll deduction of from 6 to 8 per cent.” 


A drop in the present high quality of medical care 
would be part of the proposed compulsory health in- 
surance scheme. The study indicates that the great in- 
crease in demand for medical attention strains existing 
personnel and facilities and leads to some deteriora- 
tion in services rendered. The report states: “Doctors’ 
offices become crowded with patients who are forced 
to wait, often many hours, to be examined. The time 
and thoroughness devoted to each case must be re- 


duced.” 


The total number of physicians in the United States 
has reached an all-time high of 211,680 as of the end 
of 1951. The annual licensure report of the American 
Medical Association notes that this represented a nei 
increase of 2,640 doctors during 1951. 


In 1951 there were 6,282 persons who for the first 
time, obtained licenses to practice in the United States. 
The net gain of 2,640 for the year was after an esti- 
mate of the number of deaths of physicians based on 
reports to the American Medical Association. 


The report showed that New York had the greatest 
number of first-time licentiates with 743; California 
was second with 526. Next in order were Illinois, 437: 
Ohio, 394; and Pennsylvania, 388. Increases in the 
number of first-time licentiates, as compared with 1950 
figures, occurred in 26 states. 


The report reveals the general trend in locations of 
doctors throughout the nation. California issued the 
greatest number of licenses, 1,367. The report states: 
“Of these, 844 represented licensures by reciprocity 
or endorsement of credentials, including 216 candidates 
who held certificates of the National Board of Medical 
Examiners. Illinois provided California with the largest 
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number of doctors under state reciprocal licenses, 95; 
Minnesota was second with 53. California state board 
examinations resulted in 523 licenses.” 


The report indicated the high medical training 
rating of the medical schools of the United States, all 
seventy-two of which are now approved by the Ameri- 
can Medical Association’s Council on Medical Educa- 
tion and Hospitals. Of 5,018 graduates of existing 
United States schools who last year took written ex- 
aminations for licenses, 4,874, or 97.1 per cent passed. 
Rates for other schools were considerably lower. Other 
schools include Canadian schools, extinct approved 
schools, foreign schools, unapproved schools and 
schools of osteopathy. Altogether, 6,473 persons took 
state board examinations: 5,716, or 88.3 per cent, re- 
ceived passing grades. 


This notable increase in total number of physicians 
in the United States could hardly be a better answer 
to those who still advocate government-controlled 
medicine. Their arguments have been based on the 
contention that there has been and still is a tragic 
doctor shortage in America. Concrete action and con- 
stant improvement over the years has come largely 
from the efforts of the medical profession itself. With 
this larger figure comes assurance to Americans that 
medical care and service will be even better in the 
future than the high quality of the past and present. 


PROFESSIONS SHOW RISE IN EARNINGS 


Physicians First With Average Income of $12,518 
Last Year: The average physician last year earned 
$12,518 or $980 more than in 1950. The average 
lawyer made $9,375, or $303 more than in 1950, and 
the average dentist, $7,743, or $450 more. 


These figures, made public today by the Office of 
Business Economics of the Commerce Department, 
are based on recent mail surveys of the three profes- 
sions. They are the average earnings, before taxes, of 
physicians, lawyers and dentists regardless of whether 
they were independent or salaried practitioners. 


A breakdown of the figures showed, however, that 
as in the past, the independent physicians fared better 
than those on salary. The average net income of the 
independent physician in 1951 was $13,378, while the 
salaried members of the profession made $9,522. Of 


an estimated 175,000 physicians. about 38,500 are 
salaried. 


It was the other way around with the legal profes- 
sion, however, with the salaried lawyers earning on an 
average about $10,197 and the independent ones 
making $8,936. Salaried lawyers represent about 35 
per cent, or 73,500 of an estimated 210,000 attorneys 
in the country. 


*New York Times, July 23, 1952. 
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While the report showed that the average in- 
dependent dentist made $7,856 last year. it said that 
there were too few returns from the salaried dentists 
to permit estimates. According to the Bureau of Cen- 
sus, the country has about 77,000 dentists. 


The report noted that from 1949 to 1951, incomes 
of physicians (independent and salaried) rose 13 per 
cent, while dentists and lawyers reported increases of 
about 10 per cent. 


THE HIGH COST OF HOSPITALIZED 
MEDICAL CARE* 


All physicians are disturbed by the increasing costs 
of illness. As lay persons discuss this situation, there 
is an obvious tendency to designate these costs as 
“doctor bills,” and the entire onus of these costs is 
attributed, willy-nilly, to the physician. The doctor is 
all too often inarticulate and the patient all too ready 
to beileve that “somebody” has extracted an unreason- 
able profit from his individual illness. 


In these, troubled days of fifty-cent dollars, it is 
simple to explain a certain proportion of this increased 
cost; but what of this question: “Doctor, why does 


the hospital charge me $2.50 for a fifty-cent shot of 
penicillin?” 


The answer is as follows: 


(1) The hospital is operated by a board of trustees, 
locally respectable and successful men who serve with- 
out pay. 


(2) The trustees govern the activities of the hospi- 
tal and its staff through an administrator, who carries 
out the wishes of the trustees ad who receives a 
salary—not a commission or other indirect profit. 


(3) A hospital is departmentalized. A large Iowa 
hospital has seventeen individual departments, all of 
which spend money. Of these seventeen dpartments. 
only six have any income. It is simple arithmetic to 
deduce that these six paying departments must carry 
the financial burden of eleven nonpaying departments. 


(4) The hospital pharmacy is one of the profit- 
making departments. It must help carry the burden 
of the laundry, housekeeping, medical records, em- 
ployees health service, etc. Hence, the apparent profit 
of $2.00 is realized on the penicillin injection to cover 
these items. 


(5) The apparent profit is far from real. It takes 
a total of twenty employee-minuies to prepare and 
administer an injection of penicillin. It requires equip- 
ment subject to breakage, loss, and deterioration. Pos- 
sibly the hospital, not the pharmacy, may realize a 
profit of $1.00 on this transaction. 


*Reprinted from Journal of Iowa State Medical Society, 
September, 1952. 
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(6) By the end of the month, when the other un- 
profitable hospital departments have used up this dol- 
lar, the administrator and trustees find the hospital is 
still operating at a loss. 


(7) Very few hospitals “make a profit,” and the 
usual loss is made up by charitable donations and be- 
quests of public spirited citizens or businesses. 


(8) Thus, the patient who felt that his hospital bill, 
stamped “Paid in Full,” entitled him to complain 
about the $2.50 drug charge. was still the recipient of 
public charity. The hospital made no “profit” on him 
or his illness. 


With the profit taken out of the patient's hospital 
stay, why then are the costs so great? A breakdown 
of the costs of the State of Wisconsin General Hospital 
has been reported by Dr. Erwin Schmidt. In 1935 the 
per diem cost (cost per bed per day) was $4.55. In 
1951, the per diem cost was $15.22, an increase of 234 
per cent. During this time, nursing service salaries 
increased by 434 per cent and other wages and sal- 
aries increased by 426 per cent. Thus, out of the 
$10.67 per diem increase between 1935 and 1951, 
more than $6.00 is directly attributable to increased 
wages and salaries. And yet the trained and ac- 
credited hospital nurses are not receiving more than 
plumbers’ helpers. Perhaps the day will gradually 
dawn when: 


(1) Hospitals will bill the patients by cost account- 
accounting. 

(2) Highly trained nurses will not wander away 
into ancillary fields. 


(3) Routine nursing dutics will be carried out by 
competent but less highly trained personnel. 


The doctor owes it to his patient, as well as to him- 
self, to seek an answer to these problems. Group de- 
cision can only follow individual thought. 


U. S. STOCKHOLDERS PUT AT 6.5 
MILLION* 


About 6,500,000 individuals publicly held 
stocks in this country, the Brookings Institution said 
today. 


own 


In a study entitled, “Share Ownership in the United 
States,” the institution reported that the vast, majority 
of the shareowners, or 76 per cent, earned less than 
$10,000 a year afier taxes. The survey also showed: 

More men than women were stockholders. 

Most persons bought stocks to make a profit. 

Persons in the 50-59 age group owned more stocks 
than other age groups. 

Share ownership was highest among administra- 
tive executives and college graduates. 


*New York Times, July 1, 1952. 
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The study said that one out of every sixteen persons 
in the adult population owned shares in at least one 
stock issue, and that there were one or more share 
owners in every tenth family. The 6, 500,000 stock- 
holders are members of 4,750,000 family units. 


There 30,300,000 “shareholdings” in stock 
issues trades on organized stock exchanges and over- 
the-counter. Every individual holding counts as one 
shoreholding. If a person owns a shares in five stocks 
he has five shareholdings, therefore, the number of 
shareholders is far less than the total of shareholdings. 
The number of shares in 16,655 stock issues classified 
as public-held is estimated at nearly 5,000,000,000. 


are 


WHY WOMEN OUTNUMBER MEN* 


In 1950, for the first time in our history, the census 
has shown more females than males in our population. 
At that time there were about 1,430,000 more women 
than men, and the indications are that this excess will 
become even larger in the future. 


Many factors are contributing to the growing pre- 
dominance of females over males. Of these, the most 
important is the higher death rate of the males. At 
birth, the ratio of the two sexes has been very stable 
from year to year, at a level of about 1,055 males per 
1,000 females. On the other hand, the ratio of male to 
female deaths has been increasing; in 1930 this ratio 
was 1,210 males per 1,000 females, and by 1951 it 
had risen to 1,333 males per 1,000 females. 


Both sexes have shown a long-term improvement in 
morality, but the reduction has been more rapid 
among the females. As a result, the gain in population 
by natural increase (the excess of births over deaths ) 
has been greater for females than for males. In the six 
postwar years, 1946 through 1951, for example, 
natural increase added nearly 7,000,000 females to the 
population of our country, exceeding the male in- 
crement by about 590,000. 


Accentuating this trend has been the sex pattern of 
migration into and out of the United States. For most 
of the country’s history, there was a marked excess of 
inales over females among immigrants. However, the 
picture was reversed about 1930; in each year since 
then immigration has been predominately female. In 
fact, during the depression years 1932 to 1936, male 
immigrants were only two thirds as numerous as fe- 
male immigrants. During the early postwar period the 
disparity was even greater. In one year—1946—for 
every male among our immigrants there were three 
females. This recent influx of women reflects, for the 
most part, the admission into our country of war 
brides and fiancees of American servicemen. 


While fewer men than women have been coming 
into our country each year, more men than women 


*Reprinted from Statistical Bulletin, Metropolitan Life In- 


surance Company, August, 1952. 
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have been leaving. During the difficult years of the 
early 1930's, the number of male emigrants out- 
numbered females by almost 2 to 1. In no single year 
of that decade was this ratio less than 1% to 1. For 
most of the post war years, however, there has been a 
relatively small excess of males over females among our 
emigrants. In the five fiscal years ending June 30, 
1950, somewhat over 13,000 more males than females 
left the country. On the other hand, during the same 
period there were 168,500 more females than males 
among our immigrants. There has thus been a net 
gain of 81,500 females over males by migration in the 
five years immediately after World War II. 

War deaths have been another factor in widening 
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the margin between our male and female populations. 
The present excess of women over men would be about 
a third of a million less had it not been for our losses 
in World War II. 

In view of these various trends, it is not surprising 
that, beginning with 1945, there has been a reversal 
of the sex ratio in our population. The excess of 
women is concentrated largely at ages 45 and over, 
where the sex ratio is 956 males per 1,000 females. 
This difference increases rapidly with advance in age, 
and at ages 70 and over it reaches 855 males over 1,000 
females. According to present indications, the excess 
of females over males will grow, with an attendant in- 
crease in widowhood and dependency. 
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TEN POINT PROGRAM 
OF THE 
SOUTH CAROLINA MEDICAL ASSOCIATION 


1. Cooperation 


To promote closer cooperation and 
better understanding between all 
agencies, groups and individuals con- 
cerned with providing and improving 
medical care for the people of South 
Carolina. 


2. Extension of Medical Care 


To study constantly the need and 
availability of medical care in each 
county of the State and in the State at 
large. 

To promote plans for providing or 
improving medical care where is a 
need, particularly in the rural areas. 


3. Pre-Paid Hospital and Medical Care 


To make voluntary pre-paid hospital 
and sickness insurance available to all 
the people of the State (through Blue 
Cross, Blue Shield, and commercial in- 
surance policies), and to promote the 
widespread purchase of such insurance. 


4. Care of Indigent 


To work with local county and state 
agencies, and with philanthropic or- 
ganizations, toward securing good 
medical care for the indigent. 


5. Public Health 


To support the South Carolina State 
Board of Ilealth in its broad program 
of preventing diseases and of safe- 
guarding the health of our people. 


6. Health Councils 


To support the State Health Council 
in its announced program. To sponsor 


the formation of a County Health 
Council in every county of the state, 
and to encourage our members to sup- 
port and to work with these organiza- 
tious. 


7. Hospitals 


To promote the expansion of present 
hospital facilities and the building of 
new hospitals—where there is a definite 
need. 


To strive for highest standards of 
professional care in the hospitals in the 
State. 


8. Medical Colleges 


To support the Medical College of the 
State of South Carolina and to bend 
our efforts toward keeping its stand- 
ards of education on a par with other 
medical colleges throughout the coun- 
try. 


To promote good nursing education 
and good nursing care throughout the 
State. 


9. Education of the Public 


To acquaint the citizens of the State 
with regard to the problems of medical 
care in existence today, to inform them 
as to what is being done to solve these 
problems, and to advise with them as 
to further plans for securing better 
health and better medical care for the 
people of South Carolina. 


10. Political Medicine 


To prevent political control or 
domination of medical practice or of 
medical education. 
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A. M. A. NEWS 


TV SHOWS TO HIGHLIGHT DENVER 
MEETING 


Plans are being made to present two half-hour net- 
work television shows covering high points of the 
American Medical Association’s sixth annual Clinical 
Session in December. Originating from Denver, the 
telecasts will highlight Session activities, including 
presentations of new surgical and clinical demonstra- 
tions, special scientific exhibits and other interesting 
medical features. The programs will be of interest to 
physicians who cannot attend the meeting as well as 
to the general public. 

Present plans call for coast-to-coast coverage on two 
different nights during the meeting, December 2-5. 
Once again the programs are being sponsored by 
Smith, Kline and French, Philadelphia pharmaceutical 
firm. 


RURAL HEALTH CONFERENCE SET FOR 
FEBRUARY 27-28 


“Widening the Highway to Health” will be the 
theme of the eighth national Conference on Rural 
Health to be held February 27-28 at the Roanoke 
Hotel, Roanoke, Virginia. The day preceding the gen- 
eral sessions (February 26) will be devoted to an in- 
formal get-together of physicians, who are responsible 
for rural health programs in their respective states, to 
discuss “Doctor Participation in Community Pro- 
grams.” 

The subject of financing rural medical care will be 
covered at Friday’s sessions: An experie nce-and- -ac- 
complishment program to stimulate thought on “What 
Can I Do When I Get Home?” will be presented the 
last morning. The final luncheon speaker will tell what 
medicine is doing, in cooperation with other organiza- 
tions and groups, to hel America solve its health 
problems. 


NEW RADIO SERIES ON SPORTS AND HEALTH 


A new series of radio transcriptions dealing with 
sports and health subjects will be available about De- 
cember 15 from the AMA’s Bureau of Health Educa- 
tion for use by local radio stations. The programs are 
based upon on-the-scene interviews with Olympic 
winners in Helsinki, Finland, and with national 
champions and other outstanding sports figures in this 
country. 

Topics cover personal aspects, athletic accomplish- 
ments, team practice and health values of sports. 
Among those interviewed were Bobby Brown, M. D.. 
of the world’s champion New York Yankees; Harrison 
Dillard, Olympic 100-meter hurdling champion. and 
Julius Boros, world’s national golf champion. 


PR CONFERENCE IN DENVER 


The AMA’s fifth annual National Medical Public 
Relations Conference will be held Monday, December 
1—the day before the opening of the Clinical Session 
—at the Shirley-Savoy Hotel, Denver. Theme of the 
one-day meeting will be “Mutual Understanding . . . 
the Key to Better PR.” The Conference program will 
be geared primarily for physicians. Members of the 
House of Delegates, officers of state and county medi- 
cal societies, officers of the Association and executive 
secretaries and PR personnel are cordially invited. 


RURAL HEALTH RADIO SERIES AVAILABLE 


An eight-week radio transcription series on rural 
health entitled “Help Yourself to Health” will be re- 
leased October 15 by the AMA’s Bureau of Health 
Education to state and county medical societies. The 
series consists largely of true stories about small Amer- 
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ican communities which have successfully solved their 
health problems through local initiative and effort. 
Citizens from these communities tell the stories in 
their own words. 


Verbatim comments used in the transcriptions were 
tape-recorded at the National Conference on Rural 
Health held in Denver. The series was produced by 
the Rocky Mountain Radio Council. Each program 
runs 15 minutes. 

Covered in the series are such vital topics as “How 
Small Towns Can Get a Doctor,” “How Small Towns 
Can Keep a Doctor,” “Training Rural Doctors,” 
“Working Together for Health” (health councils) and 
“Projects for Your Health Council.” The theme that 
“self-help is the American wav” runs throughout the 
programs. 


NATIONAL CONFERENCE ON TRICHINOSIS 


The American Medical Association has joined with 
the U. S. Public Health Service, the U. S. Bureau of 
Animal Industry, the American Public Health Associa- 
tion and the American Veierinary Medical Association 
in sponsoring a National Conference on Trichinosis. 
The meeting is scheduled for December 12 at AMA 
Headquarters, Chicago. 


It is hoped that the Conterence will stimulate in- 
terest in the need for further public education of the 
dangers of seu Doctors Leonard W. Larson, 
Bismarck, and J. J. Moore, Chicago, were appointed 
AMA representatives by the Board of Trustees. 


FIRST AID GUIDE NOW AVAILABLE 


Useful tips on how to handle common first aid 
emergencies have been compiled in a pocket-sized 
manual by the AMA’s Council on Industrial Health 
and the Bureau of Health Education. The booklet 
outlines adequi ite first aid instructions for everyday 
illnesses and injuries in a simple way. It is designated 
to guide those who have not received formal first aid 
training as well as to refresh the memories of the ex- 
perienced. A list of suggested items for a first aid kit 
also is included. 

Single copies are available without charge through 
either of these AMA departments. Quantity prices 
will be supplied on request by the Order Department. 


STUDENT AMA ANNUAL MEETING 


Outstanding leaders in medicine and medical ed- 
ucation will be featured on the program of the 1952 
annual session of the House of Delegates of the Stu- 
dent American Medical Association December 29-30 
at the Sheraton Hotel, Chicago. 

Dr. Walter C. Alvarez, Chicago, will speak De- 
cember 30 on “The Disappearing Art of Diagnosing 
with the Eyes and Ears.” John Van Nuys, M. D., dean, 
Indiana University School of Medicine, will be the 
principal luncheon speaker the same day, discussing 
“A Dean and His Problems.” 

Also included on the intensive two-day schedule 
will be a luncheon given by the Blue Shield Medical 
Care Plans and a buffet supper by Abbott Laboratories 
of North Chicago. 

It is hoped that state and county medical societies 
will lend enthusiastic support to local chapters of the 


SAMA by making sure that thev are represented again 
this year. 


BRITISH FILMS ADDED TO AMA LIBRARY 


Two British films—“Some Aspects of the Cancer- 
aay ll and “Some Aspects of Cancer-Rectum”—will 
be available about October 1 from the AMA’s Com- 
mittee on Medical Motion Pictures. The films are 
suitable for professional meetings only. 
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No other nationally 
distributed 
pharmaceutical products 
may be obtained as 
quickly and as easily as 


Convenient those bearing the Lilly 
label. Not only is there a 
as the representative assortment 
of Lilly products in 
nearly every retail 
Corner pharmacy, but there are 


also more than two 
hundred selected drug 
wholesalers who feature 
complete Lilly stocks. 
Your pharmacist need 
only call the near-by 
wholesaler to replenish 
his stock or to secure new 
items. Depend on your 
pharmacist to serve you. 
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New aureomycin minimal 
dosage for adults—four 250 mg. 
capsules daily, with milk. 


TAAL 
— 


\ 


PEEP-O-DAY LIBRARY, PRINCETON, NEW JERSEY 


a low cost antibiotic in the broad-spectrum field is 


UREOMYCIN 


Hydrochloride Crystalline 


because 


Low dosage of aureomycin has very frequently been reported in 
the literature to be entirely effective. 


Small amounts of aureomycin may reduce disability, or hospital 
stay, to a few days. 


Early use of aureomycin may forestall those failures that have been 
reported in the literature following penicillin and streptomycin. 


The proven range of clinical usefulness of aureomycin is so wide 
that, when clinical diagnosis is established, prolonged and costly 
laboratory studies are largely unnecessary. 


Capsules: 50 mg.—Vials of 25 and 100. 
100 mg.—Vials of 25 and bottles of 100. 
250 mg.—Vials of 16 and bottles of 100. 


Ophthalmic Solution: Vials of 25 mg.; solution prepared by adding 5 ce. distilled water. 
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